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ABSTRACT 
 The proposed vision program, the Assessment and Management of Visual Deficits 
within the Hospital Setting, will establish an evidence-based evaluation, treatment, and 
referral process for individuals with visual impairment (VI) (either neurological or due to 
low vision) within the acute care, hospital setting.  It is reported that 80% of all VI can be 
prevented or cured (Pan American Health Organization/World Health Organization, 
2014) and research supports a need for intervention for VI within the hospital setting, as 
it is often an overlooked area.  Despite this high prevalence of poor vision among 
inpatients, vision is reportedly not routinely tested nor documented (Press et al., 2015; 
Roche, Vogtle, Warren, & O'Connor, 2014).   
The occupational therapy practitioner (OTP) is recommended to incorporate 
vision screening and intervention to maximize clients’ occupational performance and 
successful participation in daily activities.  Support exists that VI and falls are prevalent 
in older adults (Roche et al., 2014) and addressing this gap in care shows value by 
reducing LOS, cost, and improving patient satisfaction (Morse, Seiple, Talwar, Lee, & 
Stein, 2019; Wong, Brooks, & Mansfield, 2016).  This occupational therapy (OT) 
program will describe a vision screen for use within a hospital setting that assesses key 
	
	 viii 
areas of visual acuity, contrast sensitivity, visual field, convergence, and eye range of 
motion.  This program could be implemented across settings including inpatient and 
outpatient rehabilitation, thus following the continuum of care, and across diagnostic 
categories (Balcer, Miller, Reingold, & Cohen, 2015; Cate & Richards, 2000; Roberts et 
al., 2016).    
Incorporating this vision screen into daily practice may occur as one component 
of a comprehensive OT evaluation or a subsequent treatment session.  The screen could 
be administered by OTPs once clinical competence has been established through hands-
on training utilizing the OT Vision Assessment/Management Manual and mentoring by 
senior staff and the Vision Program Coordinator.  Community-based resources are 
reviewed to aid in the acquisition of services and proper eyewear.  This program is 
designed to establish an educational pathway to support those patients identified with a 
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CHAPTER 1: INTRODUCTION 
 This doctoral project outlines the proper evaluation, management, and referral 
process for patients with visual impairment (VI) either due to a neurological issue or to 
low vision within the acute care, hospital setting.  VI is being defined as vision loss when 
a patient’s eyesight is not corrected to a “normal” level (Centers for Disease Control and 
Prevention, n.d.).  A staggering statistic is that 80% of all VI can be prevented or cured 
(Pan American Health Organization/World Health Organization, 2014).  Research 
supports that there is a strong need for intervention when discussing the management of a 
VI within the hospital setting, as it is often an overlooked area.  Press et al. (2015) 
concluded that over one-third of general medicine inpatients had insufficient vision.  
Other results indicated that there is a high prevalence of poor vision among inpatients, 
and that vision is neither routinely tested nor documented (Press et al., 2015; Roche, 
Vogtle, Warren, & O'Connor, 2014).   
 It has been this author’s observation that inpatients are frequently admitted to the 
hospital due to injuries sustained by falls, lending support for the need to assess a 
patient’s visual abilities.  Data from the study by Squirrel et al. (2005) suggest that a 
significant number of patients who sustain a femoral neck fracture after a fall will have 
impaired vision; that in many patients the fall may have been a direct consequence of this 
VI; and furthermore, the patient themselves may be unaware of this disability.  Results 
from this study indicated that a total of 89 patients were assessed with 29 patients (33%) 
classified as visually impaired using the United States criteria (visual acuity worse than 





having reduced visual acuity in at least one eye (Squirrel et al., 2005).  This presents a 
strong argument for performing a visual assessment with all patients after hip fracture as 
part of a strategy to prevent further falls, regain independence, and improve the patients’ 
overall wellbeing.  It is important to note that this article was written in 2005 and the 
authors identified then the importance of performing a visual assessment for patients after 
sustaining a hip fracture, yet still no standard protocol or process exists.     
Definitions 
It is important to define the following terms when discussing working with 
patients identified with a VI, as there is variability in language.  The subsequent list will 
provide the definitions for the language used related to a vision program which were 
adopted from Whittaker, Scheiman, and Sokol-McKay (2016) and the American 
Foundation for the Blind (2017).   
• Low vision is defined as when “…vision is worse than 20/60 in the better 
eye (nominally 20/70), the vision cannot be improved with eyeglasses, and 
there is a loss in the central or peripheral visual fields that affects both 
eyes” (Whittaker et al., 2016, p. 21).   
• Blindness is defined as “…a visual acuity of worse than 20/400 in the 
better eye with best correction or a visual field diameter of less than 10 
degrees in the widest meridian in the better eye” (Whittaker et al., 2016, p. 
21).   
• In the United States, legal blindness refers to a medically diagnosed 





possible correction, or a visual field of 20 degrees or less” (American 
Foundation for the Blind, 2017, para. 4).  It has been reported that there is 
high variability in the visual abilities of those diagnosed with legal 
blindness, as a considerable amount of functional vision may exist, and 
frequently many individuals still have some usable vision (Stuen & Faye, 
2003; Whittaker et al., 2016).  This residual vision could be used to 
maximize a patient’s independence and maintain or exceed their quality of 
life.   
Identified Problem 
The problem that this doctoral project is proposing to address includes the 
evaluation, treatment, and referral process for patients with visual deficits within the 
hospital setting.  This encompasses the ability of the occupational therapy practitioner 
(OTP) (registered occupational therapist (OTR) and certified occupational therapy 
assistant (COTA) are the practitioners) in a hospital setting to perform a vision screen, 
recognize a patient with a visual deficit, and then implement the steps for the further 
evaluation, treatment, and referral for those patients to the appropriate visual specialist.  
This project is influenced from the author’s clinical observations surrounding the barriers 
that may be present in both the inpatient acute care and rehabilitation settings when a 
patient’s vision is compromised.  There are two observed barriers which include a 
patient’s inability to access their eyewear as admission to a hospital is frequently 
emergent (eyewear is either not thought of during Emergency Medical Service transport, 





glasses due to hospitalization and lack of social support, or the patient does not own a 
backup pair of glasses); and the inability to access an eye care specialist (optometrist) 
when a hospitalization has occurred directly after a medical event.  It is believed that this 
program could be generalized and incorporated across many practice areas, but the model 
for this vision program will be the inpatient acute care, hospital setting.  Gagne and 
Pierce’s study (2017) reviewed the benefits of incorporating low vision screening and 
intervention into a skilled rehabilitation setting.  It was recommended that occupational 
therapists incorporate vision screening and intervention to maximize their clients’ 
occupational performance.  This article was specific to subacute settings, but this vision 
program could be generalized across many settings, and additional research is needed to 
support the management and referral process to the appropriate visual specialist when 
originating from the hospital setting.        
The prevalence of those identified with a VI are astounding.  Bourne et al. (2017) 
estimated that 253 million people live with a VI.  Of those 253 million people, 36 million 
are blind and 217 million have a moderate to severe VI; 81% of people who are blind or 
have moderate or severe VI are aged 50 years and above (Bourne et al., 2017).  It is 
estimated that 285 million people are visually impaired worldwide (Meyniel, Bodaghi, & 
Robert, 2017).  As mentioned above, 80% of all VI can be prevented or cured (Pan 
American Health Organization/World Health Organization, 2014) and these statistics 
combined indicate a strong need for intervention.   
Visual deficits can be pervasive and may contribute to impair patients’ abilities in 





(ROM), and coordination as defined in the Occupational Therapy Practice Framework 
(American Occupational Therapy Association, 2017).  It has been this author’s 
observation that patients who experience a neurological or traumatic event in their lives 
such as a stroke, traumatic brain injury (TBI), or trauma generally experience feelings of 
fear, depression (Renaud & Bédard, 2013), and a general loss of control, which may be 
compounded by the presence of a visual deficit that may be initially overlooked due to 
the evaluating diagnosis.  It is well documented that depression can be strongly linked to 
those with a VI, compounding a client’s ability to perform independently within the 
community.  Renaud and Bédard (2013) reported that the prevalence of depressive mood 
in elders with VI is high, ranging from 7% to 39% for clinical depression, and 29% to 
43% for significant depressive symptoms.  Cojocaru, Popa-Wagner, Stanciulescu, 
Babadan, and Buga (2013) indicated that depression affects a high percentage of patients 
who have had a stroke (up to 35%), and depression was found to be the most frequent 
neuropsychiatric disease resulting from brain ischemia.   
Patients have reported concerns regarding managing activities of daily living 
(ADLs) and instrumental activities of daily living (IADLs) in the setting of a new VI, as 
those patients may no longer be able to drive, possibly hindering independence at home 
as well as in the community.  Rowe’s study (2011) indicated that up to 70% of stroke 
survivors also have residual VI, which may include deficits in eye movements, visual 
field loss, central acuity, or cognitive visual perception.  Hanna, Hepworth, and Rowe 
(2017) identified additional VI post-stroke that may include deficits in the following 





inattention and agnosia), which may drastically impact a patient’s balance and 
participation in meaningful tasks.  VI occurs with those inflicted by a variety of 
diagnoses and it was reported an estimated statistic of 50% to75% of veterans with TBI 
also have reported visual symptoms (Bulson, Jun, & Hayes, 2012).  
Role of Occupational Therapy (OT) 
In this author’s experience, vision is viewed as pivotal for balance, coordination, 
learning, comprehension, and communication with others.  The profession of OT is 
ideally suited to develop and implement programming for the recognition, evaluation, 
treatment, and referral of patients identified with visual deficits and in this author’s 
clinical experience, it is often overlooked because of the OTPs lack of education, 
confidence, and competence in managing patients with a VI.  Radomski, Finkelstein, 
Llanos, Scheiman, and Wagener (2014) have indicated that OTPs recognize a need for a 
validated vision screen appropriate for adults after TBI, as well as the need to make 
proper referrals for a more comprehensive vision examination when it is deemed 
appropriate.  It is believed that a vision screen, treatment strategies, and a referral process 
can be generalized for use with patients with a variety of diagnoses, in a wide range of 
settings.  Bulson et al. (2012) indicated that visual symptoms were reported in 
approximately 50% of veterans with a TBI with the mean age being 29.9 years of age 
(the age range was 21–55 years old), and the main concerns included blurred vision 
(67%), photosensitivity (50%), and accommodative problems (40%), thus indicating a 
strong need for intervention.       





including inpatient rehabilitation, acute care, outpatient clinics, as well as in school-based 
settings, and could be used when assessing ADLs, IADLs, and transfers with a variety of 
populations ranging from pediatric to adult clients.  Pediatric clients include additional 
layers of complexity that will not be addressed in the scope of this vision program, 
therefore, the population model for this vision program will focus on adults defined as 18 
years and older.  Roche et al. (2014) studied a convenience sample of 50 patients aged 65 
years and older on an inpatient trauma orthopedic unit and reported that 26% of the 
patients did not have their glasses with them until prompted, and 85% had glasses in poor 
condition; when patients had their eyewear, “…6% had low vision, 2% were blind, 41% 
had reading acuities worse than 20/25, and 28% had contrast sensitivity deficits” (p. 465).  
These statistics indicate an extensive gap in care with regard to the acquisition of and 
utilization of proper eyewear.   
A vision screen and supplemental evaluation tools can be used to identify 
specifically what is hindering a patient’s functional abilities, while incorporating the 
related underlying skills of balance, coordination, and perception.  It has been reported 
that a VI is an under-recognized risk factor for adverse events among hospitalized 
patients, as they are at an increased risk for falls, and frequently have difficulty taking 
their prescribed medications (Press et al., 2015).  Based upon this author’s clinical 
experience, addressing the assessment and treatment of visual deficits may reduce the 
length of stay (LOS) in a hospital setting and promote independence when discussing fall 
prevention, medication management, and participation in other IADL tasks.  One study 





rehabilitation setting may extend the inpatient LOS, which in turn can influence the 
patient’s overall recovery path, and may result in financial consequences to the health 
care system (Wong, Brooks, & Mansfield, 2016).  In a recent study by Morse, Seiple, 
Talwar, Lee, and Stein (2019), hospitalized patients with a severe VI experience greater 
LOS, readmission rates, and affiliated costs upon review of the records of over 24,000 
patients.  The two aforementioned articles indicate the value of the recognition and 
management of patients with a VI, despite admission to the hospital being due to another 
reason/diagnosis by reducing LOS, readmission rates, and cost, while improving patient 
satisfaction and providing comprehensive care (Morse et al., 2019; Wong et al., 2016).  
Research is underway regarding the referral process used to diagnose visual 
difficulties, particularly with individuals diagnosed with a stroke.  Rowe’s study (2011) 
recommended that every stroke unit implement a visual screening protocol that at the 
very least assesses the following areas: visual acuity, visual field, eye movement, and 
visual perception to establish a clear clinical pathway for appropriate visual service 
referrals.  According to Radomski et al. (2014), there are many components of existing 
OT vision screens that have not yet become a standardized component of the assessment 
procedures for adults with and without neurological deficits, establishing a challenge for 
clinicians to determine the most appropriate assessment practices.  This indicates a 
substantial need for the intervention and management of visual deficits within a hospital 
setting, which is where the intervention and management of injuries and/or neurological 





Approach to Management 
The focus for this vision program will be the OTPs (OTR and COTA) and the 
processes for the management of a VI will be outlined in the OT Vision 
Assessment/Management Manual.  There appears to be a gap in care addressing vision as 
a component of the OT evaluation or the screening of visual abilities in a subsequent 
treatment session.  A potential barrier to implementation may include the inability to 
recognize VI based upon clinical observation and interview, possibly due to a lack of 
experience or education.  Examples of potential areas lacking education may include 
choosing the appropriate assessment or evaluation tools, treatment choices, understanding 
of reimbursement, and/or referral to the appropriate vision specialist.  Winner, Yuen, 
Vogtle, and Warren's (2014) study indicated that only 52% of OTPs perceived that they 
had received adequate preparation in OT school to address low vision, and that between 
54% and 63% of respondents were comfortable performing visual screening and 
providing interventions for clients with low vision.  These findings provide support for 
the need to develop/increase exposure to low vision content in OT education curricula 
and provide education for OTPs to utilize this vision program in their unique and diverse 
settings. 
 This vision program encompasses a competency survey, the vision screen with a 
brief patient questionnaire, suggested additional assessments and treatments (if 
appropriate), a referral pathway, and discharge resources.  The process would begin with 
the completion of a questionnaire used to acquire pertinent history and inquire about 





administered and is titled, The Visual Function Risk Assessment (VFRA), which was 
designed as a screening tool for OTPs and developed by Kaldenberg, Chu, Frank, and 
Jamara (2003), with verbal and written permission received by Dr. J. Kaldenberg 
(personal communication, December 8, 2018) for its use.  Detailed assessments and 
treatment may then be utilized depending on the patient’s LOS and identified deficits.  
Identification of a VI would trigger a referral to the proper vision specialist, and 
discharge resources would be provided to ensure and support carry-over of vision care 
into the patient’s natural environment.   
 The goal of this project is to create a process to identify the needed visual 
services before discharge, to ensure the carryover of visual supports after discharge, as 
well as provide visual support while in the hospital if possible.  Education of OT hospital 
staff as well as other disciplines will ensue implementation and carry-over of the 
program.  Including an optometrist as a hospital staff member should be a strong 
consideration for visual assessment and treatment immediately after an illness, injury, or 
neurological insult.  Roberts et al. (2016) identified that optometrists and 
ophthalmologists are typically not considered a component of the acute care medical 
team unless an ocular emergency exists, and are therefore unable to assess the patient 
immediately after a medical event occurs; this results in limited access to a vision 
specialist at the initiation of the patient’s medical management.  
Project Outcome 
The final outcome of this project will be the creation of the manual that will 





used in the acute care setting but can be adapted for expansion and use across multiple 
settings.  The manual will include the OT vision screen, evaluation tools, treatment 
suggestions, referral process, and discharge resources/considerations.  It will discuss the 
rationale for use, the steps to performing the vision screen, provide additional evaluation 
tools and treatment strategies (if warranted and if time allows) based on setting, review 
the rationale for referral to a vision specialist, and outline the establishment of hospital 
and community-based resources.  It is believed that the implementation of the resources 
contained in this manual will result in the following outcomes: improving OTPs 
competence and confidence (through the use of a survey pre- and post-training), and 






CHAPTER 2: THEORETICAL AND EVIDENCE BASE  
Overview of the Explanatory Model 
There is a reduction in participation and independence during ADLs, IADLs, and 
the subsequent loss of Quality of Life (QOL) in patients identified with a VI within an 
acute care, hospital setting (Gagne & Pierce, 2017; Jeon & Cha, 2013; Press et al., 2015).  
The explanatory model being presented illustrates the process of managing a patient with 
a VI by an OTP (see APPENDIX A).  The key elements of the explanatory model that are 
related to addressing the problem of VI include the patient, the OTP as the clinician, 
hospital resources, and educational resources.  This process begins with the patient with 
a VI, but it is the OTP that may bring about change based on their level of experience and 
level of education (Winner et al., 2014), by recognizing and understanding the 
assessment, treatment, and reimbursement surrounding the management of a VI.  The VI 
being recognized by the OTP has a causal relationship, whereas, the awareness of the VI 
by the patient may be viewed as a moderator.  If the patient is aware of the VI, then faster 
skill acquisition and improvements in functional abilities may be achieved.   
Once a patient with a VI has been identified, hospital resources should be 
considered.  The issues of reimbursement, staffing options available, and the availability 
of intervention strategies, visual/perceptual assessments, and treatment tools/equipment 
are all considered essential components of a comprehensive vision program.  These 
resources affect patient outcomes and are influenced by the availability of funds.  
Reimbursement for skilled services allows the hospital to pay OTPs to provide the 





purchase the equipment necessary to provide comprehensive care.  The hospital 
resources may include specialized staff such as an optometrist and an ophthalmologist, 
combined with the expertise of the OTP can provide comprehensive vision assessment 
and management within a hospital setting.          
The provision of educational resources is expected to influence patient outcomes 
in two ways.  The first is through educating and training OTPs in order to increase their 
knowledge and competency when assessing and treating individuals with a VI (Winner et 
al., 2014).  The second way educational resources will influence patient outcomes is 
through increasing patients’ and their families’ knowledge about VI and referral to 
follow-up services upon discharge.  Access to follow-up services may also impact a 
patient’s ability to use follow-up services, such as an optometry or ophthalmology 
referral.  Therefore, educational resources that provide information about community and 
financial supports may increase patients’ outcomes post-discharge from the hospital.  For 
example, the provision of an educational handout delineating community-based resources 
to aid in the acquisition of proper eyewear or transportation assistance may be beneficial.    
Theoretical Models 
The theoretical models being utilized for this vision program are the Information 
Processing Theory (IPT), which was derived during the cognitive revolution in the 
1950’s (Proctor & Vu, 2006), and the Adult Learning Theory (ALT).  IPT discusses the 
mechanisms through which learning occurs and focuses primarily on the aspects of 
memory encoding and retrieval and equates thought mechanisms to that of a computer in 





This is being utilized as one approach to delineating the process of learning about the 
management of VI for both the OTP and the patient. 
IPT equates learning with mental processing (Ertmer & Newby, 2013), and this 
theory also coincides optimally when recognizing, evaluating, and managing visual 
deficits.  IPT provides guidance on how memory can be enhanced (Tangen & Borders, 
2017), which may be a mechanism of action in the education of OTPs on managing a VI.  
One major proposition of IPT indicates that thought mechanisms in the brain are likened 
to that of a computer, as information is being gathered (and perceived) by the senses 
(input), stored and processed by the brain, and finally results in a behavioral response 
(output) (David, 2015).  This process can be generalized to the OTP and patient through 
auditory and visual hands-on learning of information, subsequent practice of the skill, and 
accurate recall of information.  The OTP utilizes memory acquisition and recall after 
learning the process of administering the vision screen, performing additional vision 
assessments, providing treatment strategies, and through guiding the referral process.  
Ideally, the patient uses their ability to recall and perform the learned compensatory 
visual strategies and recall the education on the management of a VI after discharge from 
the hospital to ensure carry-over.   
The ALT principles include andragogy and self-directed learning (Merriam, 
2001), and both would apply for the OTPs education on learning the recognition, 
evaluation, and treatment related to addressing a VI.  Merriam (2001) reported the 
following five assumptions underlying andragogy and adult learners: 1.) learners have an 





utilized as a resource for learning; 3.) needs are based on the learner’s changing roles; 4.) 
learning is problem-centered with the goal of the immediate application of knowledge; 
and 5.) learners are motivated to learn by internal factors.  The three goals of self-directed 
learning (Merriam, 2001) include: 1.) the development of the adult learner’s ability to be 
self-directed; 2.) the ability to use reflection to promote independence in learning 
(Mezirow, 2000); and 3.) the promotion of independent learning to facilitate social 
action/political change.  These principles include the qualities necessary for OTPs to 
expand on their education and explore the impact of the assessment and management of 
vision, regardless of their practice setting.  
Literature Review 
There is a significant gap in vision care within an acute care, hospital setting.  The 
contributing factors include the education, competence, and confidence levels of the OTP 
when addressing a VI (Winner et al. 2014), lack of a standardized visual assessment 
(Balcer, Miller, Reingold, & Cohen, 2015; Cate & Richards, 2000; Radomski et al., 2014; 
Roberts et al., 2016), difficulty with patients gaining access to the proper eyewear based 
on social circumstances and medical conditions (Dagnelie, 2013), and the ability of 
patients to access the services of an eye care specialist (optometrist or ophthalmologist) 
immediately after a hospitalization has occurred (Radomski et al., 2014; Roberts et al., 
2016).  This literature review outlines the rationale for the need for the proper 
management of patients with a VI either due to a trauma, neurological issue, or low 
vision within the acute care, hospital setting. 





manageable widespread national issue.  Meyniel et al. (2017) estimated that 285 million 
people are visually impaired worldwide and also reported was that 80% of all VI can be 
prevented or cured (Pan American Health Organization/World Health Organization, 
2014).  It is important to note that there is a current ubiquity and an anticipated rise in 
clients with VI over the approaching decades (Centers for Disease Control and 
Prevention, 2009; Eichenbaum, 2012).  These statistics combined indicate that 
intervention in managing a VI is crucial.  Press et al. (2015) found that over one-third of 
inpatients had insufficient vision.  Furthermore, the author reported that individuals with 
a VI are at an increased risk for falls, and frequently have difficulty taking their 
prescribed medications (Press et al., 2015).  Jeon and Cha (2013) also indicated that the 
balance of those with a VI is lower than the typical population, resulting in a higher fall 
risk and resulting in a negative impact on their daily life.  Addressing vision in a hospital 
setting may reduce fall risk, decrease hospital length of stay (LOS), and promote or 
maintain a patient’s independence (Morse et al., 2019; Wong et al., 2016).   
Assessing visual abilities is an essential element in preventing the possible 
sequelae from a VI and OTPs are ideally suited to address this need.  Lam et al. (2013) 
reported from a community-based random sample of over 2500 adults aged 65 to 84 
years that impairment in visual acuity was related to increased IADL difficulties in both 
men and women, and ADL difficulties for men only, with no clear explanation provided 
for the difference in gender.  Furthermore, Squirrell et al. (2005) suggested that a 
significant number of patients diagnosed with a femoral neck fracture after a fall will 





rehabilitation clinician can identify over 94% of those patients with impaired vision, 
highlighting the importance and accuracy of performing the screen and identifying those 
with a VI (Squirrell et al., 2005). 
Assessing VI can be particularly important across clinical settings.  Gagne and 
Pierce (2017) conducted visual acuity screenings with 28 older adults in a skilled 
rehabilitation facility and indicated that 36% of their clients had low vision and reported 
having difficulty functioning because of environmental barriers (too much glare with 
windows and florescent lights; dark hallways, reflections, moving items without patient 
knowledge).  OT has an important role in recommending environmental modifications 
and tool use to optimize older adults’ remaining vision, highlighting the need for OTPs to 
be part of the vision assessment and treatment process across practice settings.   
  The OTP.  An assessment of vision is not typically occurring as a component of 
the OT evaluation, resulting in a gap in the provision of comprehensive care.  Many 
OTPs lack the education, competence, or confidence to properly assess and manage 
individuals with a VI.  A study of 100 OTPs who did not specialize in low vision rehab 
completed a survey that indicated only 52% of OTPs perceived that they had received 
adequate preparation in OT school to address low vision, and that between 54% and 63% 
of respondents were comfortable performing visual screening and providing interventions 
for clients with low vision (Winner et al., 2014).  Additional studies have identified that 
despite a high prevalence of poor vision among inpatients (Press et al., 2015) and older 
adults (Roche et al., 2014), both studies indicated that vision is neither routinely tested 





vision as a standard component of the OT evaluation.     
Need for a Standardized Vision Assessment.  There is a need for a standardized 
process for the assessment of a VI across settings and diagnoses.  Roberts et al. (2016) 
completed a literature review on adults diagnosed with acquired brain injury (ABI) and 
identified that “During any medical assessment, vision is a critical component to 
consider, regardless of clinical setting, demographics, or discipline” (p. 693); however, 
there is currently no systematic approach to visual assessment and management across 
contexts.  Radomski et al. (2014) indicated that OTPs recognize the need for a validated 
vision screen appropriate for adults with a TBI with the purpose to assist OTPs to better 
understand the factors limiting a patient’s occupational performance.  Radomski et al. 
(2014) reported that a panel of experts (comprised of OTs and optometrists) and civilians 
established a vision screen to be utilized for patients with adults with a TBI so they would 
routinely get referred for a comprehensive vision examination immediately after an 
injury; this screen would rule out the presence of vision problems that could interfere 
with their rehabilitation and independence.  Radomski et al. (2014) also indicated that a 
clinical gap exists (across disciplines) and that more research is necessary to develop a 
universal and clinically feasible vision screening protocol that can be used to identify 
TBI-related vision disorders in adults.  Supporting articles generalize a need for a vision 
assessment for other populations such as individuals diagnosed with Multiple Sclerosis 






Access to Eyewear.  There have been observed issues surrounding difficulty with 
patients gaining access to their eyewear, based on social circumstances and medical 
conditions.  It has been this author’s experience that many patients report an inability to 
access proper eyewear due to financial constraints such as an inability to afford eye 
examinations and lenses, or issues surrounding transportation to get to medical 
appointments or acquire their glasses while in the hospital due to lack of family or friends 
to access their home.  Dagnelies’ (2013) population-based longitudinal studies indicated 
VI among blacks being almost twice that among whites (10.4% vs. 5.6%), and that the 
most important gap identified in low vision care in the US is the lack of insurance 
coverage for assistive devices.  Due to such financial constraints, many patients with VI 
do not visit eye care providers, or if they do, they are not referred to a provider 
specializing in low vision (Dagnelie, 2013).    
Roche et al. (2014) completed a cross-sectional observational research design 
with a convenience sample of 50 patients aged 65 years and older.  The results indicated 
that 26% of clients did not have their glasses with them until prompted, and 85% had 
glasses in poor condition, which was defined as “…dirty, scratched, ill fitting, or broken” 
(Roche et al., 2014, p. 467).  It was also noted that not all of the participants had their 
glasses with them during the vision screening testing, and one-third of the participants 
had not had an eye examination within the past two years, indicating that they may have 
been using an outdated refractive prescription.   
Referral to a Vision Specialist.  Lastly, the ability of patients to access the 





hospitalization, particularly with patients who have been diagnosed with a stroke or a TBI 
is a noteworthy factor to consider with the treatment of VI.  Including an optometrist as 
part of the inpatient hospital team is critical.  Roberts et al. (2016) reported that 
ophthalmologists and optometrists are not typically part of the acute medical team unless 
an ocular emergency is present, and they are unable to assess a patient’s visual status 
immediately following a neurological event, which may be when they could help most.  
Radomski et al. (2014) recommended that patients with a suspected VI from a mild to 
moderate TBI are referred to optometrists or ophthalmologists for complete vision 
examinations, as the VI could interfere with the patient’s recovery.  It is recommended 
that regardless of diagnosis, if a vision screen indicates a VI, the OT should refer the 
client to a vision specialist for diagnosis and treatment (Dagniele, 2013; Morse et al., 
2019; Roberts et al., 2016; Roche et al., 2014; Squirrell et al., 2005).                                                          
Gap in Care 
Patients identified with a VI within an acute care, hospital setting are an 
underrecognized population, as vision is not typically assessed as a portion of an OT 
evaluation (Press et al., 2015; Roberts et al., 2016; Roche et al., 2014).  This leads to a 
lack of the utilization of evidence-based assessments and interventions in the 
management of patients with a VI, which may increase hospital LOS, increase fall risk, 
and impede the provision of comprehensive care (Morse et al., 2019; Wong et al., 2016).  
Identification of a VI should trigger a pathway for a referral to a vision specialist such as 
an optometrist or ophthalmologist for further evaluation (Radomski et al., 2014; Roberts 





OTP to administer evidence-based assessments and interventions exists (Winner et al., 
2014), and an unavailability of vision specialists to send referrals to, as optometrists and 
ophthalmologists are typically not considered a component of the acute care team 
(Roberts et al., 2016) are two significant issues believed to be contributing to a gap in 
care.  The next step would include the establishment of a vision plan, that ideally would 
carry on after discharge from the hospital.    
Previous Use of Guidelines 
 It is important to note that there is currently no gold standard for the assessment 
of a VI in the adult population (Grider, Yuen, Vogtle, & Warren, 2014; Radomski et al., 
2014), particularly within the hospital setting.  Many authors have offered 
recommendations and guidelines (Kaldenberg & Smallfield, 2013; Radomski et al., 2014; 
Roberts et al., 2016), but no standard exists based on gender, age, or diagnosis, and no 
strict consensus for an evaluation of visual and perceptual abilities exists.  Radomski et 
al. (2014) identified the importance of routine screening for the recognition of a VI; 
however, many components of existing OT vision screens have not been standardized on 
adults or patients with neurological issues, making it difficult for the novice OTP to 
provide the best assessment practices for this population.  Roberts et al. (2016) indicated 
that VI is highly prevalent after ABI and reported that it is well known that vision 
problems in patients after a stroke and TBI are associated with limitations in ADLs and 
IADLs.  This lack of standardization in the identification and management of a VI result 
in difficulty for OTPs to overcome gaps in the available knowledge of applying “best 





Identification of the VI 
 Rowe’s study (2011) recommended that every stroke unit implement a visual 
screening protocol to establish a clear clinical pathway for appropriate visual service 
referrals.  Gagne and Pierce (2017) indicated that OTPs can take the lead in their practice 
settings to develop a management plan to provide the most appropriate assessment for 
identifying low vision among older adults, but this can be challenging for the novice 
OTP.  However, there is consensus as to which visual skills should be assessed when 
administering a vision screen.    
Visual Skills.  Consensus does exist in the literature regarding the basic visual 
skills that should be included as a component of a vision screen.  The areas of assessment 
include: 1.) visual acuity (Cate & Richards, 2000; Gagne & Pierce, 2017; Kaldenberg & 
Smallfield, 2013; Radomski et al., 2014; Squirrell et al., 2005; Whittaker et al., 2016); 2.) 
central and peripheral visual field testing (Cate & Richards, 2000; Kaldenberg & 
Smallfield, 2013; Radomski et al., 2014; Squirrell et al., 2005; Vision Center for 
Excellence, 2016b; Whittaker et al., 2016); 3.) contrast sensitivity function (Kaldenberg 
& Smallfield, 2013; Snow, Warren, & Yuen, 2018; Whittaker et al., 2016); and 4.) 
oculomotor function (Kaldenberg & Smallfield, 2013; Radomski et al., 2014; Whittaker 
et al., 2016).  Additional areas of assessment were recommended including a 
standardized self-care assessment that focuses on vision-dependent ADLs such as the  
Revised Self-Report Assessment of Functional Visual Performance (R–SRAFVP) (Snow 
et al., 2018), and perceptual testing (Cate & Richards, 2000; Cooke, McKenna, & 





However, the focus for the bedside vision screen will include assessing and treating 
deficits indicated in the aforementioned basic visual skills, as the literature supports 
assessing functional vision first, to identify the presence of deficits and initiate a referral 
to an eye specialist (Kaldenberg & Smallfield, 2013; Whittaker et al., 2016).   
Vision Screen.  The Visual Function Risk Assessment (VFRA) (Kaldenberg et 
al., 2003) was designed as a screening tool for occupational therapists and written and 
verbal permission was received from Dr. J. Kaldenberg (personal communication, 
December 8, 2018) for its use and modification.  Kaldenberg & Smallfield (2013) 
recommend that OTPs assess three aspects of vision including visual function, visual 
efficiency, and visual perception, with visual function incorporating many components 
captured on the VFRA (with modifications) including distance and near visual acuity, 
contrast sensitivity, peripheral and central visual field, eye ROM, and convergence.  The 
authors of the VFRA performed a study to validate the VFRAs distance visual acuity 
component against standard low vision test charts, and it indicated that all three charts 
would identify a patient with a VI as at risk (Kaldenberg & Jamara, n.d.); in addition, in a 
separate study, contrast sensitivity was validated against the Pelli-Robson Contrast 
Sensitivity Function Chart (Jamara, Kaldenberg, Chu, & Frank, 2004).  It was also 
reported that once the VFRA is validated for all screening tests, the authors’ plan is to 
assess the capture rate of the VFRA as a screening tool for determining VI at different 
acuity levels.  The aforementioned information would provide the necessary data to 
substantiate the benefits of using the VFRA for every phase of this vision program.  The 





an OT, it assesses the essential components of functional vision, and participated in 
multiple validation studies.  It is to be administered as one component of the OT 
evaluation or conducted during a subsequent treatment session when appropriate.   
Grider et al. (2014) utilized The Brief Vision Screen (BVS) which is a five-item 
visual screening checklist based on observations during an ADL which addresses visual 
deficits known to interfere with ADL performance in the following four areas: left visual 
field, focusing, near acuity, and low-contrast acuity.  This cross-sectional study of 215 
adult inpatients indicated that one-third were identified to have at least one area of visual 
deficit, with the largest proportion diagnosed with stroke (55%), pulmonary disease 
(40%), and joint replacement (35%); preliminary evidence was provided to support the 
reliability (acceptable internal consistency) and validity of the BVS as a screening 
behavior checklist for identifying visual concerns in patients on rehabilitation units 
(Grider et al., 2014).  Squirrell et al. (2005) indicated that a simple bedside screening test 
should include the Snellen visual acuity chart (All About Vision, n.d.) and use of the 
confrontation technique for assessing visual field.  There are options regarding the 
determination of which vision screen should be utilized, and it should be researched and 
specialized based on population and setting until a gold standard exists.   
Supplemental Assessments.  Additional current visual and perceptual 
assessments that exist for the identification of patients 18 years and older were reviewed 
for their effectiveness.  The assessments that were researched included additional bedside 
visual and perceptual assessments in order to gather more detailed clinical information (if 





generalized to multiple settings based upon the patient’s age and population.   
Gagne and Pierce (2017) recommended use of the Feinbloom which measures 
distance acuity (Ormerod & Mussatt, 2012), the MNREAD which measures near visual 
acuity (University of Minnesota, n.d.), and the Functional Vision Assessment (Perkins 
Scout, 2016) within a subacute rehabilitation setting; the Feinbloom and MNREAD 
results confirmed that almost half of the clients (43%) had low vision in one or both eyes.  
Since a patient’s task performance can be affected by a VI which can result in reduced 
independence in self-care tasks, increased emotional distress, and a higher risk of injury, 
visual impact tests such as the functional independence measure (FIM) and measures of 
QOL were recommended by the Vision Venter of Excellence (2016b).  These tests may 
assist in the determination of the most suitable type of rehabilitation, as well as 
performing initial testing for visual field (VF) loss and perceptual deficits.  Assessments 
of cognition (Kaldenberg & Smallfield, 2013), QOL (Vision Center for Excellence, 
2016b), sensory impairment (Anderson & Lehman, 2014; Kaldenberg & Smallfield, 
2013; Whittaker et al., 2016), functional performance (Kaldenberg & Smallfield, 2013; 
Radomski et al., 2014; Vision Center for Excellence, 2016b), and perceptual skills (Cate 
& Richards, 2000; Cooke et al., 2005; Vision Center of Excellence, 2016b) were also 
suggested areas of assessment, and may be completed during follow-up sessions if time 







Hospital bedside interventions that may be used within the hospital setting for 
patients 18 years and older for the management of a VI were researched including the 
evidence for their effectiveness.  The interventions included the use of bedside treatment 
techniques to address the following deficits indicated on the vision screen including: 1.) 
distance and near acuity; 2.) contrast sensitivity; 3.) peripheral and central visual fields; 
and 4.) convergence.  Eye ROM is also assessed, but the interventions addressing that 
deficit frequently require exercise or patching, requiring additional physician’s orders, so 
these interventions will not be reviewed here, and deficits in this area indicate a referral 
to a vision specialist.  The Vision Center of Excellence (2016a) indicated that while well-
established rehabilitation procedures and techniques for oculomotor dysfunction exist as 
this is common in patients with a TBI, there is limited evidence for the specific 
procedures and techniques that represent the most effective strategies for these patients; 
treatment choice should rely on evidence-based practice, but may depend on the clinical 
abilities of the OT, while remaining within their scope of practice.  Lastly, the guidelines 
that delineate appropriate referrals to vision specialists (optometry and ophthalmology) 
were reviewed.  It is important to note that compensatory techniques are emphasized 
when managing a VI, particularly within a hospital setting when LOS may be brief.  
Berger, Kaldenberg, Selmane, and Carlo (2016) indicated that strategies can be 
incorporated into a hospital setting and encouraged using the treatment techniques in 
conjunction with daily occupation to ensure carry-over.  The use of the following 





patient’s LOS, and the following section will review appropriate bedside interventions.    
Near/Distance Visual Acuity.  Patients benefit from font modification and size 
increase to 16-18 points, boldface, and on white paper for contrast.  Proper illumination is 
necessary to optimize the remaining vision (Anderson & Lehman, 2014; Gagne & Peirce, 
2017).  Non-optical strategies such as bold-lined paper, typoscopes (writing guides), 
spacing, or large print items may benefit patients as well (Gupta, 2019; Kaldenberg & 
Smallfield, 2013).  Also, non-prescription reading glasses (termed cheaters) may be 
acquired by patients either from the volunteer office at Albany Medical Center (AMC), or 
from a drug store if their glasses are unavailable or inaccessible.  Acuity interventions 
suggested by Warren (2018) recommend that the client has clean glasses; organize (black 
stickers on handles in fridge) and simplify tasks (energy conservation and eliminating 
unnecessary steps).  Warren (2018) and Gupta (2019) recommend increasing the contrast 
and visibility of tasks/environment using fluorescent tape, minimizing background 
pattern, reducing glare, illumination, and increasing size. 
Contrast Sensitivity.  Patients benefit from increased lighting, reducing glare, 
and optimizing color contrast (American Association of Pediatric Ophthalmology and 
Strabismus, 2014; Anderson, 2014; Gagne & Peirce, 2017; Kaldenberg & Smallfield, 
2013).  It was also reported that contrast strategies such as optimizing color contrast with 
bold, black print on a white background (Kaldenberg et al., 2003), increasing 
illumination, and reducing glare can promote safety and maximize independence as 
impaired contrast has been linked to an increased risk of falls (Lord, 2006).  Balcer et al. 





following acute optic neuritis often is incomplete, residual deficits in low-contrast vision 
persist, so these strategies may benefit this population in particular.   
Peripheral Visual Fields.  Visual field loss is a common visual disorder, but 
there are currently no effective curative treatments (Vision Center of Excellence, 2016b), 
so compensatory techniques are utilized.  Teaching an organized visual scanning 
approach that encourages head and eye movements (Warren, 2018) and the use of 
additional sensory cues such as using sound and touch during scanning may improve 
performance (Berger et al, 2016; Kaldenberg & Smallfield, 2013).  Anchoring, which 
cues the patient to look at the left margin of their menu or paper, may be helpful to 
promote independence when reading or scanning (Kaldenberg & Smallfield, 2013; 
Warren, 2018).  Lastly, the use of scrolling text (a computer-based strategy in which the 
person maintains focus centrally while the text moves right to left) may benefit patients 
on an inpatient rehabilitation unit rather than bedside (Berger et al., 2016) due to the need 
for access to a computer and spacing considerations.  The Vision Center of Excellence 
(2016b) believes that compensatory strategies such as scanning, head movement, eye 
movement, and awareness are often effective because they enable the individual to learn 
to better use their remaining vision to overcome their visual field loss.  Warren (2018) 
indicated that clients have more access to visual memory when performing the task when 
they are actually in that environmental context, such as participating in hospital hallway 
treasure hunts or obstacle identification within their hospital room or hallway.  It is 






Central Visual Fields.  Educating patients on eccentric viewing (Arbesman, 
Lieberman, & Berlanstein, 2013; Kaldenberg & Smallfield, 2013) may be beneficial 
which involves mapping the scotoma (a partial loss of vision or blind spot in an otherwise 
normal visual field) and training the patient to look in direction of it, which allows 
healthier retinal tissue to perceive it.  Another strategy includes using the preferred retinal 
locus (PRL)- which maximizes the use of residual vision if a central scotoma exists 
(Kaldenberg & Smallfield, 2013).  
Convergence.  Requires proper illumination for near tasks and OTPs may provide 
recommendations for specific lighting for optimal performance, possibly closing window 
blinds to reduce glare.  Gagne and Pierce (2017) encourage recommendations for 
environmental modifications to promote independence as ten of the clients with low 
vision, or 36%, reported having difficulty functioning because of environmental barriers, 
including too much glare with windows and florescent lights, dark halls, reflections from 
white walls and other surfaces.  Other strategies recommended involve holding objects 
farther away and encouraging frequent rest breaks during prolonged near work (Anderson 
& Lehman, 2014).   
Cognitive Strategies.  Strong evidence was reported when using a problem-
solving or self-management approach to improve leisure and social participation in older 
adults with macular degeneration (Berger, McAteer, Schreier, & Kaldenberg, 2013).  
Smallfield, Schaefer, and Myers (2013) reported strong evidence that low vision 
rehabilitation programs that include an OTP were effective in reducing dependence in 





solving strategies, and instructions in adaptive techniques.  Berger et al. (2016) 
recommended the application of a cognitive retraining approach for people with visual 
perceptual impairments in conjunction with occupations to support carryover of improved 
vision and visual perception to daily activities.   
Environmental Strategies.  Smallfield et al. (2017) recommended consideration 
of proper lighting and acquiring personal assistance by family or others for pill pour and 
cleaning.  Establishing habits and routines such as leaving personal items and furniture 
within their room in the same place without moving them without their knowledge may 
help patients maintain their independence (Gagne & Pierce, 2017).  Lastly, Kaldenberg & 
Smallfield (2013) recommended the use of sensory substitution strategies by using the 
other senses (tactile and auditory) to compensate for vision loss as well as organizational 
strategies such as removing clutter, establishing a regular cleaning schedule (i.e. the 
fridge, the floors), and providing instructional sessions with family and caregivers can 
assist in organizational maintenance.   
Vision Specialists.  One intervention strategy being employed (when warranted), 
involves education on the referral process, purpose, benefits, and additional resources 
surrounding a referral to a vision specialist.  The vision specialists being considered for 
this project include the services of optometry or ophthalmology, and although they have 
separate areas of specialty, there is some overlap.  An optometrist is defined as an “Eye 
care practitioner responsible for nonsurgical management of the eye.  Treatments include 
lenses, medications, vision therapy, and low vision rehabilitation.  Responsible for the 





ophthalmologist is defined as a “Physician who specialized in the diagnosis and 
management of eye disease.  Some specialize in vision rehabilitation or work with clients 
with eye disease and refer them for vision rehabilitation services.  Responsible for the 
medical management of the eye, medical or surgical” (Kaldenberg & Smallfield, 2013, p. 
40).  The ophthalmologist is typically involved in the medical and surgical aspect of 
vision care, and the optometrist is involved in the visual and perceptual aspects of 
managing a VI (American Academy of Ophthalmology, n.d.).   
Roberts et al. (2016) identified that optometrists and ophthalmologists are 
typically not considered a component of the acute care medical team at the beginning of 
the patient’s medical management, when it may be needed most.  Roche et al. (2014) 
suggested that if the vision screen indicates a VI, the OT should refer the client 
appropriately to an eye specialist, inquire about visual status, inspect their glasses, and 
encourage the importance and benefits of eye exams.  The common theme throughout 
this review emphasized the value of making referrals to a vision specialist when a more 
comprehensive vision examination is deemed appropriate (Cate & Richards, 2000; Grider 
et al., 2014; Kaldenberg & Smallfield, 2013; Radomski et al., 2014; Roberts et al., 2016; 
Squirrell et al., 2005; Vision Center of Excellence, 2016b).      
This author’s experience with optometrists has included focusing on the patient’s 
visual and perceptual skills, acquisition of eyewear, and vision therapy.  Currently this 
service is not available at AMC, but it is believed by many that the inclusion of 
optometry in the acute care, hospital setting may benefit patients immediately after an 





et al., 2014) by incorporating prisms, lenses, or other optometry-based strategies to 
optimize vision immediately after a medical event when possible.  This discipline lends 
itself well after a vision screen is performed with inpatients in a hospital setting.  
Ophthalmology is available as a consultative service at AMC currently, but follow-up is 
generally conducted on an outpatient basis and there is no access to eyewear.  This 
writer’s experience with ophthalmology within the hospital setting has included medical 
and surgical services addressing the eye, and follow-up regarding vision and eyewear 
occurs on an outpatient basis.        
Discharge Resources.  The provision of potential site-specific discharge 
resources is recommended to assist patients in acquiring the proper eyewear, access to 
transportation for eye appointments, and support services to guide patients in managing a 
new VI.  Kaldenberg & Smallfield (2013) also discuss the importance of teaching 
advocacy strategies that include promoting self-advocacy and obtaining used equipment.  
Educational resources that provide information about community and financial supports 
may increase patients’ outcomes post-discharge from the hospital.  One example includes 
the donation of transportation for patients to/from eye specialist’s appointments and 
access to services may be provided by community-based organizations such as the Lion’s 
Club (Lions Clubs International Foundation, n.d.) or their affiliates, or the availability of 
state and city public transportation for senior adults or individuals with a medical 
condition.  Additional resources through the National Library Service for the Blind and 
Physically Handicapped (NLS) provide programs through the Library of Congress (n.d.) 





services.      
Conclusion 
There is a gap in care identified that justifies the need for an OT vision program 
within an acute care, hospital setting.  The explanatory model describing the process of 
addressing this gap was reviewed as well as the adoption of the IPT and ALT as the 
approaches being utilized to delineate the process of learning about the management of 
VI for both the OTP and the patient.  The contributing factors to this gap include the 
education, competence, and confidence levels of the OTP, lack of a standardized visual 
assessment, difficulty with eyewear acquisition, and gaining access to a vision specialist.  
This literature review outlined the rationale for the need for the proper management of 
patients with a VI either due to a trauma, neurological issue, or low vision within the 
acute care, hospital setting, and a model of vision rehabilitation was reviewed to provide 
direction and consistency in the recognition and management in vision care.  This 
educational pathway that has been created may fill this significant gap in care, resulting 
in improved QOL and maximized independence for hospital inpatients, as well as raising 






CHAPTER 3: DESCRIPTION OF THE PROPOSED PROGRAM 
Vision Program   
 The Assessment and Management of Visual Deficits within the Hospital Setting 
outlines the steps necessary to address the appropriate evidence-based evaluation, 
treatment, and referral process for patients identified with visual deficits within the acute 
care, hospital setting.  This encompasses the ability of OTPs in a hospital setting to 
perform a vision screen, recognize a patient with a visual deficit, and refer those patients 
identified with a VI to the appropriate visual specialist.  If deemed appropriate based on 
the patient’s LOS and the visual deficits identified, implementing the steps for further 
assessment and treatment may occur.  This project addresses a significant gap in care as 
vision is not typically assessed within the hospital setting, despite diagnosis or age (Press 
et al., 2015; Roche et al., 2014).  Goals of the program would be to create a process to 
identify the needed visual services before discharge, to ensure carryover of visual 
supports after discharge, as well as provide visual support while in the hospital if 
possible.   
The program begins with the administration of a vision screen by an OTP as one 
component of every OT evaluation or completed during a subsequent treatment session 
(if appropriate), regardless of the diagnosis requiring a hospital admission.  If a VI is 
identified, a referral to a vision specialist would be recommended, including the provision 
of discharge resources and education outlining the hospital and community-based 
resources available.  Supplemental visual and perceptual assessment tools and treatment 





within the hospital setting.   
A manual titled, The OT Vision Assessment/Management Manual, will be created 
as part of this program and is designed to be used in an acute care, hospital setting, but it 
can be adapted for expansion and used across multiple settings.  The manual will discuss 
the rationale for use, and the training process for OTPs to administer the vision screen 
titled, The Visual Function Risk Assessment (VFRA), which was designed as a screening 
tool for occupational therapists and developed by Kaldenberg, Chu, Frank, and Jamara 
(2003).  Verbal and written permission has been received from Dr. Kaldenberg (personal 
communication, December 8, 2018) for the use and modification of the VFRA, the 
coinciding VFRA Directions (see APPENDIX B), and the Vision Screen Scoring Sheet 
(see APPENDIX C).  Modifications were made to the VFRA directions and the scoring 
sheet to correspond with recommendations from Dr. Fox, OD, FCOVD, a Behavioral and 
Developmental Optometrist who specializes in neurological disorders, that would capture 
patients identified with a VI in the acute care hospital and inpatient rehabilitation settings.  
The next section will introduce the corresponding documentation, review subsequent 
assessment tools and treatment strategies (if appropriate) based on each patient’s needs, 
setting, and population, examine the rationale and steps for referral to a vision specialist, 
and outline the establishment of hospital and community-based resources for discharge 
that would support carry-over of vision care into the patient’s natural environment.  
Methods/Process of Delivery 
 The process of delivery being described is specific to the setting of Albany 





are two processes occurring in this program including educating the OTP on the 
administration of the VFRA including documentation, and managing the patient 
identified with a VI.  This educational program will be based on the OT Vision 
Assessment/Management Manual, designed by this author, and can be disseminated and 
used across settings to promote comprehensive and evidenced-based patient care.  
The OTP.  The process begins and ends with the OTP completing a Competency 
Survey (see APPENDIX D) created by this author, rating their confidence and 
competence in the management of a VI.  Utilizing the OT Vision Manual as a guide, the 
process begins with the OTP learning the administration of the vision screen (VFRA) by 
completing one-hour hands-on training sessions in conjunction with five consecutive 
days (one week) of clinical support on the administration of the VFRA, the available 
additional visual/perceptual assessment tools, treatment strategies, and discharge 
recommendations.  Senior OT staff and the Vision Program Coordinator will provide 
precepting and continued mentoring to staff to promote the OTPs clinical skill 
development and accuracy with administering the vision screen and carrying out the 
process of managing a VI from the hospital setting through discharge planning.  Feasible 
bedside treatment strategies will be reviewed to optimize a patient’s vision while 
admitted to the hospital depending on LOS.  Education on the available additional 
visual/perceptual assessment tools will be provided, but the OTP should research and be 
trained on each assessment before they are administered in order to develop competency, 
ensure proper technique, and to verify the age range, reliability, and validity to ensure 





specialist (optometry, ophthalmology) and this process will be reviewed based on the 
issue identified.  Discharge resources will be presented to ensure and support carry-over 
of vision care into the patient’s natural environment, including education on community-
based resources to assist patients in acquiring the proper eyewear, access to transportation 
for eye appointments, and support services to guide patients in managing a new VI.  
Lastly, data collection will be discussed to promote an evaluation process for the program 
to determine the statistics to support the outcomes and expand and/or modify the program 
as needed.  
The Patient.  The VFRA is being incorporated as one component of a standard 
OT evaluation or administered during a subsequent treatment session (if appropriate), and 
it has already been implemented in both the acute care and inpatient rehabilitation 
settings at AMC.  This process begins bedside with the completion of a questionnaire 
which is one component of the scoring sheet for the VFRA (see APPENDIX C).  This 
questionnaire is used to acquire pertinent medical history and inquire about visual 
abilities and concerns for the patient.  The VFRA is then administered and scored by the 
OTP, and discussion ensues with the patient and/or pertinent caregivers regarding the 
results.  If a VI is identified, this triggers the initiation of a referral to a vision specialist 
(optometry, ophthalmology).  Currently, ophthalmology is a consultative service offered 
at AMC and the attending physician can request a consult, but optometry is a service that 
patients would acquire once discharged from the hospital, as it is not currently available 
within this hospital setting.  Further exploration of identified visual and/or perceptual 





ability to participate and the anticipated LOS.  Lastly, education on the referral to a vision 
specialist will be provided, as well as a handout on community-based resources available 
to assist patients in managing a VI.     
Activities of the Program     
The Manual.  The OT Vision Assessment/Management Manual (that may be 
utilized in a variety of settings) would incorporate a comprehensive OT vision 
assessment, treatment, referral process, and discharge resources/considerations.  This 
manual will be the framework of creating a vision program for OTPs in clinical settings 
that will include the following topics: 1.) components of the VFRA; 2.) directions for 
administration of the vision screen; 3.) documentation samples with templates; 4.) outline 
of training process; 5.) compilation of additional visual and perceptual assessments; 6.) 
compilation of evidenced-based treatments; 7.) referral process/pathway to vision 
specialist (optometry, ophthalmology); 8.) compilation of educational and community-
based discharge resources for patients/caregivers; and 9.) review of the evaluation plan of 
program.  An example of the Table of Contents from the OT Vision 
Assessment/Management Manual has been provided (see APPENDIX E).    
VFRA Administration Education.  The Vision Program Coordinator will 
educate OTPs on the accurate administration of the VFRA (Kaldenberg et al., 2003) via 
one-hour hands-on training sessions for five consecutive days, in conjunction with 
continued clinical support from senior therapists to ensure proper technique and 
interpretation of the screen.  This would be followed by the independent administration of 





week to ensure accuracy.  The coordinator will also educate on the completion of the 
VFRA Scoring Sheet (see APPENDIX C), including the questionnaire portion used to 
acquire pertinent history and inquire about visual abilities/concerns for the patient, which 
may be completed with input by the patient, family, or a caregiver.  Additional topics on 
the questionnaire include prior medical history, fall history, medications, visual (or other) 
concerns noted by the patient, eyewear, and environmental considerations.     
Additional Assessments. Training will also entail reviewing the additional 
standardized, reliable, and valid measures available that could be used to assess suspected 
visual and perceptual deficits if appropriate and feasible.  According to Whittaker et al. 
(2016), perceptual impairments are defined as a disorder in the processing of sensory 
information with examples including deficits in figure ground or pattern recognition.  
Further examination of deficits in visual and/or perceptual skills provides a more 
comprehensive clinical picture, in order to help the patient and guide the clinician.  A 
suggested list of additional assessments was compiled based upon an extensive literature 










Visual Assessments  
MNREAD, Smith-
Kettlewell Reading Test 
(SK Read), Pepper Visual 
Skills for Reading Test 
(VSRT)- also known as the 
Pepper Test 






Feinbloom, LEA Numbers 
low vision booklet 




Chronister Pocket Acuity 
Chart and reading card 
Distance acuity and reading 
https://www.guldenophthalmics.com/products/index.php/pediatric-
chronister-pocket-acuity-chart.html 
The Brief Vision Screen 
(BVS) 
Left visual field, focusing, near acuity, and low-contrast acuity 
https://www.tandfonline.com/doi/pdf/ 
10.3109/07380577.2014.933946 
LEA symbol low contrast 
test  






Brain Injury Visual 
Assessment Battery for 
Adults (biVABA) 
Distance and near visual acuity, reading, scanning, visual attention, 
contrast sensitivity function, visual field (central and peripheral), 
binocular eye movements 
https://www.visabilities.com/bivaba.html 
The Developmental Eye 
Movement-Adult (DEM) 




*The Morgan Low Vision 
Reading Comprehension 
Assessment (LVRCA)  




Perceptual Assessments  
Motor-Free Visual 
Perceptual Test (MVPT) 
Measures perceptual skills independently from motor abilities 
https://www.strokengine.ca/en/assess/mvpt/ 





Perception Test- Adult 
(DVPT-A) 







Note: For patients 18 years of age and up   
The Occupational Therapy 
Adult Perceptual Screening 
Test  
(OT-APST) 




Cognitive Assessments  
The Mini-Mental State 
Examination (MMSE), 
Montreal Cognitive 
Assessment (MoCA)  




Lowenstein OT Cognitive 
Assessment (LOTCA); the 
Cognitive Assessment of 
Minnesota (CAM) 




Areas of Occupation  
Functional Independence 
Measure (FIM) 





Assesses visual impairment 
https://www.familyconnect.org/info/education/assessments/functio
nal-vision-assessment-fva/135 
The Revised Self-Report 
Assessment of Functional 
Visual Performance  
(R-SRAFVP) 












Visual attention; will rule out the presence or absence of neglect 
http://www.tbi-
impact.org/cde/mod_templates/12_F_06_Rivermead.pdf 
The Functional Assessment 
of Self-Reliance on Tasks 
(FAST)  






National Eye Institute 
Visual Functioning 
Questionnaire (NEI-VFQ-
25) with 10 item Neuro-
Ophthalmic Supplement 
Assesses subjective, visual functioning 
https://nei.nih.gov/sites/default/files/nei-pdfs/vfq_sa.pdf 
 
College of Optometrists in 
Vision Development 
(COVD) Quality of Life 
Assessment  








Treatment Activities.  The training will review the treatment strategies that could 
be used based upon the evaluation findings.  Treatments would be specific to the areas of 
weakness identified by the vision screen or subsequent evaluation tool.  The treatments 
would include addressing six of the seven areas assessed in the VFRA: near and distance 
visual acuity, contrast sensitivity, peripheral and central visual fields, and convergence.  
An example of the suggested evidenced-based treatments is provided in Table 3.2.  
 







Font modification and size increase to 16–18 points, boldface, and on 
white paper for contrast.   
 
Proper illumination is necessary to optimize the remaining vision 
(Anderson & Lehman, 2014; Gagne & Peirce, 2017).   
 
Non-optical strategies such as bold-lined paper, typoscopes (writing 
guides), spacing, or large print items (Gupta, 2019; Kaldenberg & 
Smallfield, 2013).   
 
Non-prescription reading glasses (termed cheaters).  
 
Clean glasses; organize (black stickers on handles in fridge) and simplify 
tasks (energy conservation and eliminating unnecessary steps) (Warren, 
2018).   
 
Increasing the contrast and visibility of tasks/environment using 
fluorescent tape, minimizing background pattern, reducing glare, 
illumination, and increasing size (Warren, 2018; Gupta, 2019). 
Contrast 
Sensitivity 
Increased lighting and reducing glare (American Association of Pediatric 
Ophthalmology and Strabismus, 2014; Anderson, 2014; Gagne & Peirce, 
2017; Kaldenberg & Smallfield, 2013).  
 
Contrast strategies such as optimizing color contrast with bold, black 







*Compensatory techniques are emphasized 
 
Teach an organized visual scanning approach that encourages head and 
eye movements (Vision Center of Excellence, 2016b; Warren, 2018).  
Use additional sensory cues such as sound and touch during scanning 
(Berger et al, 2016; Kaldenberg & Smallfield, 2013).   
 
Anchoring which cues the patient to look at the left margin of their menu 
or paper (Kaldenberg & Smallfield, 2013; Warren, 2018).   
 
Scrolling text (a computer-based strategy in which the person maintains 
focus centrally while the text moves right to left) (Berger et al., 2016).  
 
Hospital hallway treasure hunts or obstacle identification within the 
hospital room or hallway (Warren, 2018).   
 
The strategies for VF may also be used when addressing a visual neglect. 
Central Visual 
Fields 
Educate on eccentric viewing (Arbesman et al., 2013; Kaldenberg & 
Smallfield, 2013).  
 
Use the preferred retinal locus (PRL) (Kaldenberg & Smallfield, 2013). 
Convergence Proper illumination for near tasks by adjusting window blinds to reduce 
glare or lamps.   
 
Eliminate glare from windows and florescent lights, reflections from 
white walls and other surfaces; improve lighting in dark hallways 
(Gagne & Pierce, 2017).   
 
Hold objects farther away and encourage frequent rest breaks during 
prolonged near work (Anderson & Lehman, 2014). 
Cognitive 
Strategies 
Promote problem-solving skills or self-management approach (Berger et 
al., 2013).   
 
Education, problem-solving strategies, and instruction in adaptive 
techniques (Smallfield et al., 2013).  
 
Cognitive retraining approach for people with visual perceptual 




Proper lighting and acquiring personal assistance by family or others for 





Establish habits and routines such as leaving personal items and furniture 
within the room in the same place without moving them without their 
knowledge (Gagne & Pierce, 2017).  
 
Organizational strategies such as removing clutter, establishing a regular 
cleaning schedule (i.e. the fridge, the floors), and providing instructional 
sessions with family and caregivers can assist in organizational 
maintenance (Kaldenberg & Smallfield, 2013).  
Vision 
Specialists 
Education on the referral process, purpose, benefits, and additional 
resources available involving a referral to a vision specialist.  
Discharge 
Resources 
Education on resources to acquire the proper eyewear, access to 
transportation for eye appointments, and support services to guide 
patients in managing a new VI.  
 
Advocacy strategies that include promoting self-advocacy and obtaining 
used equipment (Kaldenberg & Smallfield, 2013).  
 
Educational resources on community and financial supports.  
 
Referral Process.  Training will also involve reviewing the steps of a referral to a 
vision specialist (optometrist, ophthalmologist).  OTPs will receive a handout on each 
vision specialists’ role in order to assist them with a referral to the appropriate specialist 
and will be instructed to send a completed copy of the VRFA scoring sheet, so the vision 
specialist can review the areas of concern that were identified.  Review of the 
establishment of a professional clinical/referral pathway with physician and/or nurse 
practitioner (NP) involvement will be outlined by the program coordinator, in an effort to 
support efficient discharge planning.  Encouraging discussion with the appropriate 
decision makers, such as the attending physician, physician assistant (PA), and NPs, will 
occur to establish a comprehensible referral process beginning with completion of the 
vision screen, that may include referral to a vision specialist, social work, and any other 





dependent regarding each clinician’s professional practice guidelines and 
regulations.  This process would potentially identify the needed visual services before 
discharge, help to ensure carryover of visual supports after discharge, as well as provide 
visual support while in the hospital if possible.  The algorithm for an appropriate referral 






















(-) for a 
VI 







Optometry: Treatments include lenses, 
medications, low vision devices, vision therapy, 
and low vision rehabilitation.  
Ophthalmology: Treatments include medical and 





Professional Educational Opportunities.  The program coordinator will review 
the educational opportunities available for OTPs to learn the additional supplemental 
assessment tools, treatment strategies, and opportunities for certifications and 
specialization in managing a VI.  Expanding OTPs clinical expertise and knowledge in 
current visual evaluation and treatment strategies may assist in program development and 
expansion.  A comprehensive list of educational resources is available for the OTP to 
gain more knowledge on the management of a VI through the American Occupational 
Therapy Association (AOTA, n.d.) at 
https://myaota.aota.org/shop_aota/search.aspx#q=vision&sort=relevancy.  
Discharge Resources.  Resources after discharge that are specific to AMC 
including, but not limited to, funding for services and equipment within the community 
for outpatient follow-up will be provided to the OTPs.  Hospital and community-based 
resources can assist the patient with the following:  acquiring the proper eyewear (if 
appropriate), assisting with transportation options, and offering suggestions to assist 
patients with funding.  The program would include community outreach, establishment of 
relationships within the community to assist patients transition back into their daily lives, 
as well as generating reimbursement/funding streams to make the program self-
sustaining.  This information would be included on the facility’s website page 
introducing the creation of an OT vision program with details on the services offered.  An 
example of potential discharge resources based on AMC is outlined (see APPENDIX 






Role of Personnel. 
Table 3.3   





A designated expert in the execution, maintenance, and expansion 
of the vision program.  Precepting and mentoring staff in the 
assessment, treatment, and referral process of managing a VI.  
Report writing and the reporting of data/outcomes to administration.  
Liaison with optometry consultant. 
Senior OT Staff Educating OTP on the administration and scoring of the vision 
screen.  Precepting and mentoring staff in the assessment, treatment, 
and referral process of managing a VI.     
OTP Trained in the administration and scoring of the vision screen.  
Administration of the vision screen would be completed as a 
component of the initial OT evaluation when possible, or in a 
subsequent treatment session when appropriate.  Competent in the 
assessment, treatment, and referral process of managing a VI.        
Rehabilitation 
Aide 
Responsible for data collection related to vision program.  Assist 
with photocopying and acquisition of materials to support the 
program. 
Optometrist Optometry consultant to provide guidance and direction of the 
vision program.  Assists with the independent administration of the 
vision screen with OTP for training.  Referral service to vision 
specialist to address the need for the acquisition of proper eyewear, 
lenses, medications, vision therapy, low vision rehabilitation, or 
vision therapy.  
Ophthalmologist Referral service to vision specialist to address the medical or 
surgical management of the eye.       
 
Intended Recipients of Program 
The intended recipients of this educational program include the OTP in an acute 
care, hospital setting.  This offers the OTP an opportunity to expand their skill set and 
provide comprehensive and holistic care to their patients.  Additional educational 
opportunities exist for OTPs to acquire advanced skills and specialty certification if 





Methods to Identify Recipients  
This program has been implemented beginning with two OTRs at AMC, one on 
acute care and one on the inpatient rehabilitation units.  The goal is for the program to be 
rolled out to all OTPs on staff at AMC, once competency has been established and the 
logistics are clarified following the initial evaluation.  The vision screen will be 
administered as a component of every OT evaluation or during a subsequent treatment 
session (if appropriate), regardless of the admitting diagnosis.  Inclusion criteria for this 
program includes adults 18 years and older admitted to AMC with OT orders.  Exclusion 
criteria would be those patients under 18 years of age, or those diagnosed with blindness 
or legal blindness prior to admission and already receiving services.  Supporting articles 
indicate a need for vision screening and management for other diagnostic populations 
(Balcer et al., 2015; Cate & Richards, 2000; Roberts et al., 2016).   
Program Outcomes 
The implementation of the resources contained in the manual and training will 
result in the following outcomes of improving OTP competence and confidence in 
recognizing and managing patients identified with a VI.  Increasing OTPs clinical skills 
may lead to an increase in the identification of patients with a VI, regardless of the 
hospital admission diagnosis. Subsequent program outcomes may include a reduction in 
LOS and fall risk, thus resulting in further healthcare saving costs (Morse et al., 2019; 
Wong et al., 2016).  The consideration of optometry as a hospital-based, consultative 
service (Radomski et al., 2014; Roberts et al., 2016; Roche et al., 2014) is viewed by this 






 The inclusion of a vision program within a hospital setting is an innovative and 
much needed intervention.  However, barriers to such programming do exist and require 
problem solving and collaboration to overcome.  The financial implication of any new 
program does require funding to acquire the necessary tools and/or equipment, as well as 
pay the OTP for their services.  To alleviate some of the initial costs, this author received 
written permission to use the vision screen at no cost by the author, received mentorship 
from an optometrist learning the proper technique and administration of the screen, and 
the process of administering the vision screen is being included as one component of a 
standard OT evaluation, allowing for reimbursement.  Another barrier is that learning a 
new clinical skill requires non-billable time to become proficient, and productivity 
standards do exist.  The strategy suggested to address that issue is requesting flexibility 
by the department manager or director to consider adjusting the productivity standard 
during training, while outlining the benefits of the program such as reducing LOS and fall 
risk.  Acquiring additional assessment tools is not a requirement, but as the vision 
program develops and the OTPs clinical skill set expands, it may be the next step to 
promoting comprehensive care and gaining a clearer understanding of a patient’s visual 
needs.  Acquiring a budget line item would be appropriate, or requesting funding through 
grants, in-kind services, or donations may be applicable.   
Conclusion  
 This module reviewed the description of the components of this vision program.  





methods, activities, personnel, recipients, and the projected outcomes.  Examples of 
sections of the OT Vision Assessment/Management Manual were provided to illustrate 
the key elements of the program that may be used as a model if dissemination of this 
program is being considered into other clinical settings.  Lastly, a review of the potential 
barriers was introduced including suggested strategies to address each barrier to assist 
with the guidance and implementation of the key elements of the OT vision program.  
This program encompasses the ability of OTPs in a hospital setting to identify and 
manage a patient with a VI including recognizing and referring those patients identified 






CHAPTER 4: EVALUATION PLAN 
The Assessment and Management of Visual Deficits within the Hospital Setting 
addresses an identified gap in care by establishing an educational pathway to support the 
proper evaluation, treatment, and discharge referral process for patients identified with a 
VI within a hospital setting.  The purpose of this program evaluation is to examine the 
effectiveness of a preliminary launch of this vision program, and its ability to change 
provider practice and the usefulness of the vision screen.  Although this project includes 
multiple phases, the focus of this evaluation plan will be on Phase I: VI Staff Education 
and Screening.  This phase includes the evaluation of preparing and educating the OTP in 
the assessment and management of a VI and determining that the vision screen accurately 
indicates a VI.  An illustration of the associated logic model titled, Phase I: VI Staff 
Education and Screening has been provided (see APPENDIX G).  This process would 
begin as a formative evaluation, and then would transition to a summative evaluation 
once implementation has occurred.  
Problems and Outcomes 
The problems being addressed in Phase I include: 1.) the lack of a systematic 
approach to the identification and management of a patient with a VI by OTPs within a 
hospital setting; and 2.) the need for a screen that identifies the occurrence of VI.  The 
two outcomes of the Phase I evaluation include measurements at both the individual and 
program levels.  The individual level includes the OTP in identifying their perceived 
competence and confidence with the processes of screening, evaluation, treatment, and 





a survey developed by this writer.  At the program level, evaluation would delineate 
whether the vision screen accurately identifies those patients with a VI.  Accuracy will be 
determined by the optometrist rescreening the patients when working with a different 
OTP each week.  This author believes that if OTPs are competent to perform vision 
screens and those screens are accurate in identifying patients with a VI, then 
improvement in the patient’s participation of ADLs/IADLs will be noted, and additional 
benefits may include a reduction in hospital LOS and fall risk (Morse et al., 2019; Wong 
et al.,  2016).   
Core Purpose(s) 
 The two core purposes identified with this project would be descriptive and 
relational.  The descriptive purposes include: 1.) the number and type of OTPs trained in 
administering the vision screen and managing a VI; 2.) the years of general OT education 
of staff; 3.) the number of patients screened and also identified with a VI; 4.) the number 
and type of discharge recommendations made to vision specialists including the 
optometrist or ophthalmologist; and 5.) the results of the OTP surveys identifying 
competence and confidence.  The relational purposes include: 1.) staff satisfaction with 
program; 2.) comparing pre- and post-education surveys to document OTPs change in 
knowledge, competence, confidence, and identify trends; 3.) utilize a vision screen that 
identifies a VI; and 4.) include an evaluation of the screening process.  These purposes 






The type of data collection procedure would include a survey created by this 
writer to measure OTPs perceived levels of competence and confidence with the 
management of a VI within an acute care, hospital setting.  The general content of the 
survey would include seven choice Likert scale questions used to determine the OTPs 
perceived self-efficacy when addressing patients identified with a VI, and demographics 
questions related to clinical experience and education (see APPENDIX D).  The key 
themes captured would include the amount of OTPs experience and education addressing 
VI, and their perceived level of confidence and competence in carrying out the 
components of this vision program.  The information would be used to examine trends 
and change in the OTPs perceived level of competence and confidence at various stages 
of implementation of the vision program, as the survey would be administered before the 
education on the vision program is provided and then annually to coincide with the OTPs 
annual competencies after implementation.  The process of acquiring pre- and post-
survey data after the program is implemented would provide summative data as well.  
Open-ended questions would be asked in an online survey annually in order to identify 
the educational content areas that were most valuable and make revisions for optimal 
program development.   
The VFRA  
There is a need for the vision screen to identify the occurrence of VI and to 
determine that the vision screen is being administered accurately.  The VFRA 





authors of the VFRA performed a study to validate the VFRA distance visual acuity 
component against standard low vision test charts and it indicated that all three charts 
would identify a patient with a VI as at risk.  In addition, in a separate study, contrast 
sensitivity was validated against the Pelli-Robson (PR) Contrast Sensitivity Function 
Chart (Jamara, Kaldenberg, Chu, & Frank, 2004) and as a screening tool for contrast 
sensitivity, the VFRA is comparable to the PR.   
Administration of the VFRA at AMC would occur after OTPs completed one-
hour hands-on training sessions for five consecutive days, including clinical support on 
the administration of the VFRA during the initial OT evaluation or during a subsequent 
treatment session when appropriate.  If five days cannot be provided due to unforeseen 
circumstances such as scheduling issues or illness, the training time may be extended (if 
possible) for the other feasible days, or senior staff may continue staff training into the 
subsequent week.  To measure sensitivity, an independent administration of the vision 
screen by an optometrist would occur for one day (to rescreen 10 patients), every week.  
This process is being replicated from the study by Squirrell et al. (2005) where the nurse 
screener and examining ophthalmologist independently assessed the patients’ visual 
abilities to ensure accuracy.  Squirrel et al. also found that a trained rehabilitation 
clinician can identify over 94% of patients with a VI, accentuating the value and need for 
accuracy when performing the screen and identifying those with a VI.  The proportion of 
patients with and without VI that are correctly identified would be tallied with an analysis 






 Supervision and mentoring would be provided by the Vision Program 
Coordinator and senior OT staff at AMC as needed to support and maintain the integrity 
of the program, with review of the administration of the VFRA occurring annually as a 
component of the OTPs annual competencies.  The initial training would occur for five 
consecutive days for one week with direct supervision during the administration of the 
vision screen, using the VFRA Scoring Sheet (see APPENDIX C) as an observational 
checklist to ensure accuracy.  This would be followed by the independent administration 
of the vision screen by an optometrist occurring for one day with a different OTP, every 
week.  Feedback will be provided by the Vision Program Coordinator or the senior OT 
staff, and the optometrist, regarding the technique during the administration of the vision 
screen, and the process of further evaluation, treatment, and referral to a vision specialist 
based on the manual and training that they received.   
The data will be collected at AMC, both in the acute care and inpatient 
rehabilitation units, with all patients being screened for a VI as a component of their OT 
evaluation or screened during a subsequent treatment session.  Inclusion criteria for 
patients are all adults 18 years and older and patients admitted to AMC with OT orders.  
If language barriers exist, an interpreter phone can be used.  Exclusion criteria would be 
those patients under 18 years of age, or those diagnosed with blindness or legal blindness 
prior to admission and already receiving vision services.         
Data Management and Analysis Plan   
The data pathway would include OTPs initially filling out an online survey rating 





vision screens, tallying the number of patients screened and then identified with and 
without a VI.  Data would be entered into the online spreadsheet which would be updated 
after each data entry with backup files sent to both the manager and director.  The actual 
reporting of data to the administration would occur annually by the Vision Program 
Coordinator.   
Descriptive data would be coded as the following: ordinal data- OTPs 
competence and confidence using a Likert scale; nominal data- identifying gender, 
discipline; ratio data- patient age, LOS, number of falls, OTPs years of education; 
interval data- patients identified as having a VI, the number of screens completed.  A 
relational database such as Microsoft SQL Server (Microsoft, n.d.), would be utilized due 
to the flexibility in data management, the benefit of custom reports, and the minimization 
of data entry and errors.  Maintaining a consistent and steady process of data collection 
and management is essential to justify the need for the program, identify strengths and 
weaknesses, and outline clearly the benefits for the patients.   
Statistics that may be appropriate (that are derived from the vision screen) may 
include factor analysis and reliability coefficients, which will be used to establish the 
psychometric characteristics of the VFRA.  Qualitative data analysis may be performed 
using a software package such as NVivo (QSR International, n.d.) or ATLAS.ti (n.d.).  
Finally, a quarterly review of the aforementioned core purposes with annual review of the 
data will be compiled into a report, with possible additional data collected as the program 
progresses such as LOS and the incidence of falls.  This report will be presented to the 





administration to justify the benefits of the vision program, maintain support for the 






CHAPTER 5: FUNDING PLAN 
The proposed vision program, the Assessment and Management of Visual Deficits 
within the Hospital Setting, is designed to establish an evidence-based evaluation, 
treatment, and referral process for patients with visual deficits within an acute care, 
hospital setting located at Albany Medical Center (AMC).  This program targets adults 
with a variety of diagnoses including, but not limited to, illness, injury, stroke, and TBI, 
and may be used across a variety of settings.  The observable/measurable outcomes 
include 1.) the creation of a referral process/pathway; 2.) vision screen with guidelines; 
3.) inclusion of reliable and valid standardized measures (when possible) to further 
examine visual or perceptual concerns identified by the vision screen; 4.) a summary of 
evidenced-based treatments to improve visual/perceptual abilities and promote 
independence; and 5.) a comprehensive community-based resource network template to 
ensure carryover of vision services and visual considerations after discharge. 
The Assessment and Management of Visual Deficits within the Hospital Setting 
program was created at AMC by this author and transitioned to two OTRs to administer 
the vision screen as part of a comprehensive OT evaluation or in a subsequent treatment 
session and is considered a billable service.  Once fully implemented, the full program 
and the vision screens will be completed by all 25 members of the OT department.  
Alternate considerations of patients on contact precautions have also been included in this 
funding plan. 
The following sections provide an overview of the available local resources, 





sources related to the Assessment and Management of Visual Deficits within the Hospital 
Setting.  The staffing considerations are also reviewed which includes a Vision Program 
Coordinator, who is an OTR recognized as a designated expert in the execution, 
maintenance, and expansion of the Vision Program at AMC.  Management will be 
assigned to monitor patient and institutional outcomes (i.e. cost savings) that may result 
from this program.  This funding plan will be geared toward the creation, 
implementation, and eventual expansion of a vision program within the acute care, 
hospital setting including access to a comprehensive community-based resource network 
required to ensure carryover of vision services and visual considerations after discharge.     
Available Local Resources 
 The ability to optimally use vision is a complex process that requires additional 
resources once patients have been hospitalized.  Frequently, patients do not have the 
financial support to see an eye professional annually (Dagnelie, 2013) or obtain or repair 
the appropriate prescription eyewear (Roche et al., 2014).  The aforementioned issues 
contribute to the need for resources to have patients evaluated by an eye care specialist 
and to assist patients in acquiring the proper eyewear to promote success and 
independence.     
 In-kind resources can be a useful tool in assisting patients with access to quality 
vision care.  In-kind donations (n.d.) are defined as “…charitable giving [which] is not 
the money to buy the required goods or services, but the goods and services themselves.”  
Patients can have access to “cheaters” or “readers” from the Volunteer Services 





+3.25 and are free of cost.  In addition, hospital staff may volunteer their time to pick up 
the patient’s spare set of glasses from their home or within the community or help to 
coordinate this process.  Donations of prescription eyeglasses by local vision eyewear 
facilities may be an invaluable resource to optimize patient’s vision and another avenue 
to acquire new or replacement glasses.  The donation of time and services by local 
optometrists to assess patient’s visual abilities will need to be secured with mutual 
benefits discussed and outlined.  Finally, the donation of transportation for patients 
to/from eye specialist’s appointments and access to services may be provided by 
community-based organizations such as the Lion’s Club or their affiliates, or the 
availability of state and city public transportation for senior adults or individuals with a 
medical condition.         
Budget 
 Table 5.1 provides an overview of the expenses needed in the delivery of the 
vision program at AMC in Year One.  Table 5.2 is for Year Two.  Table 5.1 (Year One) 
outlines the start-up costs including personnel, equipment, and the preparation necessary 
to initiate the program.  Table 5.2 (Year Two) outlines the expansion of the vision 
program which includes consultant costs and travel for trainings in the two affiliate 







Year One Budget for AMC Vision Program 
Category Quantity Justification Amount  
Personnel 
   Vision     
   Program        
   Coordinator   
   (OTR) 
 
1 full time 
OTR 
 
Trained in the administration 
and scoring of the vision 
screen.  A designated expert in 
the execution, maintenance, 
and expansion of the vision 
program.  
 
Already included in employee 
salary. 
 
Average mean salary in NYS is 
$88, 370 with hourly mean 
wage in NYS is $42.49 
according to the Bureau of 
Labor Statistics (2018). 
   Occupational   
   Therapists     
   (OTR) 
20 OTRs  Trained in the administration 
and scoring of the vision 
screen.  Administration of the 
vision screen would be 
completed as a component of 
the initial OT evaluation when 
possible, or in a subsequent 
treatment session by the OTR 
when appropriate.    
Already included in employee 
salary. 
 
Average mean salary in NYS is 
$88, 370 with hourly mean 
wage in NYS is $42.49 
according to the Bureau of 
Labor Statistics (2018). 
   Certified  
   Occupational   
   Therapy  
   Assistant  
   (COTA) 
4 COTAs Trained in the administration 
and scoring of the vision 
screen.  Administration of the 
vision screen would be 
completed in a subsequent 
treatment session when 
appropriate.    
   
Already included in employee 
salary. 
 
Average mean salary in NYS is 
$60,890 with hourly mean 
wage in NYS is $29.27 
according to the Bureau of 
Labor Statistics (2018). 
   Optometrist 1 Opto-
metrist  
Optometry consultant to 
provide guidance and 
direction of the vision 
program. 
In-kind service initially to 
establish program and delineate 
opportunity to establish 
funding. 
Instruction  Initial instruction of staff 
would be 1 hour of learning 
the administration and scoring 
of the vision screen.  
Supervision provided 
quarterly by Vision Program 
Coordinator or senior 
therapists during 
administration and scoring of 
Already included in employee 
salary.   
This time is already built in for 
in-services and additional 
training, to be instructed by 
Vision Program Coordinator 





vision screen by staff to 
ensure accuracy. 
Equipment  
    biVABA 
1 biVABA to be used for further 
evaluation and treatment after 
vision screen indicates a 
possible impairment and a 
referral is warranted. 
$595.00 
Supplies 
     Eye Patches 
12 Eye patches may be used to 
occlude vision in 1 eye during 
administration of the vision 
screen.  
$12.95 for 12 patches 
 
Total for 25 screeners: $38.85 
     Occluders  
25 
Occluders may be used to 
occlude vision in 1 eye. 
$6.35 each 
 
Total for 25 screeners: $158.75 
     Plastic    
     Lanyard  
     Thread 
100 yards Will be used attached to vision 
screen to delineate accurate 
10-foot distance for 
measurement of Distance 
Acuity.  
$3.49 for 100 yards 
Communication  Online documentation records 
maintained on number of 
vision screens completed and 
number of referrals to 
optometry or ophthalmology.     
Already included in AMC 
computer system titled the K-
drive. 
Materials  
   Vision     
   screen flip     
   chart 
 
1 
Vision screen trifold to be 





Total for 25 screeners: $123.75 
   Contact vision        
   screen 
 
6 pages Contact vision screen to be 
thrown away immediately 
after use-requires thicker card 
stock.  
 
$0.71 per page ($4.26) 
 
Total for 25 screeners: $106.50 
   Scoring Sheet 1 page Printing of scoring sheet for 
new staff. 
$0.02 per copy for scoring 
sheet. 
 
Total for 25 screeners: $0.50 
   Vision screen  
   Directions 
4 pages Printing of directions for new 
staff. 
$0.02 per copy for directions. 
 
Total for 25 screeners:  $2.00 
Travel  Not applicable Not applicable 
Rental of 
Facilities 
 Space for trainings provided 
by hospital in therapy gyms 







Evaluation  Documentation time quarterly 
for evaluation review by 
Vision Program Coordinator. 
Already included in employee 
salary as well as dedicated time 
for implementing the program.   
Dissemination 
Costs 
 Compilation of brochures 
promoting the service to 
patients and stakeholders.  
 
Online or digital 
dissemination of brochure on 





Already included as IT staff 
would perform as job 
responsibility.  
Total  Compilation of the necessary 
items related to the vision 
screen based on 25 vision 














Year Two Budget for AMC Vision Program 
Category Quantity Justification Amount  
Personnel 
 
   Vision     
   Program        
   Coordinator   
   (OTR) 
 
 




Trained in the 
administration and scoring 
of the vision screen.  A 
designated expert in the 
execution, maintenance, 
and expansion of the 
vision program.  
 
 
Already included in 
employee salary. 
 
Average mean salary in 
NYS is $88, 370 with 
hourly mean wage in 
NYS is $42.49 
according to the 
Bureau of Labor 
Statistics (2018). 
   Occupational   
   Therapists     




Trained in the 
administration and scoring 
of the vision screen.  
Administration of the 
vision screen would be 
completed as a component 
of the initial OT evaluation 
when possible, or in a 
subsequent treatment 
session by the OTR when 
appropriate.    
 
 
Already included in 
employee salary. 
 
Average mean salary in 
NYS is $88, 370 with 
hourly mean wage in 
NYS is $42.49 
according to the 
Bureau of Labor 
Statistics (2018). 
   Certified  
   Occupational   
   Therapy  
   Assistant  
   (COTA) 
4 COTAs Trained in the 
administration and scoring 
of the vision screen.  
Administration of the 
vision screen would be 
completed in a subsequent 
treatment session when 
appropriate.    
   
 
Already included in 
employee salary. 
 
Average mean salary in 
NYS is $60,890 with 
hourly mean wage in 
NYS is $29.27 
according to the 
Bureau of Labor 
Statistics (2018). 





Optometry consultant to 
provide guidance and 
direction of vision 
program.  By year 2 
The median hourly 
wage for optometrists 
in NY is $60.01 





financial benefits should 
be delineated and 
optometry service 
transitions to a paid 
service. 
Bureau of Labor 
Statistics (2018). 
 
Estimated part time 
optometry consultation 
of 16 hours/week= 
$960.16 
Instruction  Initial instruction of new 
staff would include 1 hour 
learning the administration 
and scoring of the vision 
screen.  
Supervision provided 
quarterly by Vision 
Program Coordinator or 
senior therapists during 
administration and scoring 
of vision screen by staff to 
ensure accuracy. 
Already included in 
employee salary.   
 
This time is already 
built in for in-services 
and additional training, 
to be instructed by 
Vision Program 
Coordinator and senior 
OT staff.   
 
Equipment  Not Applicable Not Applicable 
Supplies 
     Eye Patches 
12 Eye patches may be used 
to occlude vision in 1 eye. 
$12.95 for 12 patches 
 
     Occluders 25 Occluders may be used to 
occlude vision in 1 eye. 
$6.35 each 
Staff of 25= $158.75 
Materials  
   Vision     
   screen flip     




Vision screen trifold to be 





Total for 25 screeners: 
$123.75 
   Contact vision        
   screen 
 
6 pages Contact vision screen to be 
thrown away immediately 
after use-requires thicker 
card stock.  
 
$0.71 each  
 
Total for 25 screeners: 
$106.50 
   Scoring Sheet 1 page Printing of scoring sheet 
for new staff. 
$0.02 per copy for 
scoring sheet ($0.02). 
 
Total for 25 screeners: 
$0.50 
   Vision screen  
   directions 
4 pages Printing of directions for 
new staff. 







Total for 25 screeners:  
$2.00 
Travel  Travel for Vision Program 
Coordinator to affiliate 
hospitals (Saratoga and 
Columbia Memorial) for 
instruction once annually 
for initial training and as 
needed based on staffing 
and need for follow-up. 
Mileage is currently 
$0.545 per mile (IRS, 
2018).  Amount 
depends on distance to 
satellites.  Another 
option may be for staff 
to come to AMC for 
training. 
Rental of Facilities  Not applicable Not applicable 
Evaluation  Compilation and analysis 
of data acquired is 
evaluated by the Vision 
Program Coordinator with 
a report completed 
quarterly.     
Already included in 
employee salary.   
Dissemination 
Costs 
 Compilation of brochures 
promoting the service to 
patients and stakeholders.  
Attendance at conferences 
presenting vision program 










Total would be dependent 
on travel, hours of 
consultation for 
optometrist, and need for 
patches or occluders. 
 
$5.76 per staff member for 
originals of screen. 
$46,087.68 for 48 









Note. BLS = Bureau of Labor Statistics.  
Potential Funding Sources  
 The program addressing the Assessment and Management of Visual Deficits 
within the Hospital Setting would benefit from additional sources of funding that would 
help it to develop and eventually expand to other facilities.  The following resources of 





• The Berthe M. Cote Foundation, Inc is a 501(c)(3) Nonprofit Organization which 
is a charitable organization.  A colleague at AMC educated this writer on this 
organization that provides funding for worthwhile causes that serves the greater 
good.  They have previously donated to AMCs Children’s Hospital for equipment 
for the children.  This foundation may benefit this vision program in order to 
access assessments and treatment tools.  Based on further research on the 
contributions, gifts, and grants paid by the Cote Foundation for 2013, the value 
was $143,000.00 (Berthe M. Cote Foundation, n.d.). 
• Reader’s Digest Partners for Sight Foundation (2019) is designed to provide 
support that directly improves the lives of individuals who are blind or have VI.  
They have grant-making initiatives that will assist organizations to help those 
with blindness or a VI to realize their maximum potential.  Grants are available to 
organizations working on both a local and a national level with priority being 
given to organizations located in the Maine to Washington, DC corridor.  Grants 
are generally made for program start-up or improvement, but in some cases, 
general operating support is provided.  It was reported that first-time grant 
recipients generally receive $5,000 to $25,000 and an extensive list of award 
recipients was provided on their website. 
•  Lions Clubs International Foundation offers District & Club Community Impact 
Grants (DCG) that are suited for offering opportunities for Lions to support 
various humanitarian activities within their communities (Lions Clubs 





may be utilized to access prescription glasses for patients, transport to eye 
appointments, or other visually related services.    
• Crowdsource funding in the form of donation-based funding such as CrowdRise 
(n.d.) and Crowdfunder (n.d.) may be a consideration, although AMC is a not-for 
profit and these considerations must be researched further depending on the 
crowdsource platform used.   
o CrowdRise by GoFundMe is described as “the nonprofit side of the 
GoFundMe family” (CrowdRise, n.d., para 3).  It is a social fundraising 
platform that can be utilized to assist patients in acquiring visual services, 
equipment, or perhaps transportation.  Logistics on the process of 
disbursement of such funds based on setting would need to be researched 
further as AMC is a not-for-profit setting.        
o Crowdfunder offers services in the acquisition of equity crowd funding to 
help raise start-up capital for programs and products (Crowdfunder, n.d.).  
It is free to create a designated deal room, or there is an option to pay a fee 
for fundraising plans.     
Additional Resources.  The National Library Service for the Blind and 
Physically Handicapped (NLS) is a program through the Library of Congress that offers 
services and resources so that all people have access to reading.  A program called That 
All May Read is described as “a free braille and talking book library service for people 
with temporary or permanent low vision, blindness, or a physical disability that prevents 





offers books in many forms such as in braille or audio, mailed to one’s home at no cost, 
or instantly downloadable.  This resource would be helpful once the patient is discharged 
and returns to the community.  The following section offers financial resources listed 
through the NLS. 
o The United Way- 211 is an organization that provides comprehensive 
services for local human and social services and assists with the health, 
education, and financial stability of every person in every community 
(United Way, n.d.).  211 can assist with the understanding of complex 
health care options when a new health issue occurs and connects people 
to local health and human services agencies designed to provide support 
during a challenging time.  211 also provides information on nutrition 
wellness programs, prescription-assistance services, and medical 
transportation options. 
o The National Council on Aging (NCOA) offers services for people 60 
years and older including innovative community programs and services, 
online help, and advocacy.  One program that is a free service from the 
National Council on Aging is titled BenefitsCheckUp® which helps 
people find programs that can help them afford basic needs such as 
assistance to pay for medicine, food, utilities, health care, and other 
necessary services (NCOA, n.d.).   
o Administration for Community Living (ACL) is a governmental agency 





disabilities.  Their resources include an extensive network composed of 
government organizations, government funded programs, and private 
organizations that advocate and/or provide services for older adults and 
people with disabilities.  They provide a comprehensive list of resources 
under the heading of Aging and Disability Advocates and Service 
Providers (ACL, n.d.) that may be utilized by individuals with a VI to 
promote independence and are separated into Aging Organizations and 
Disability Organizations.   
 
Conclusion 
 This funding plan is designed to support the appropriate evidence-based 
evaluation, treatment, and referral process for patients with visual deficits within the 
hospital setting.  This plan proposed a budget for Year One (Table 5.1) and Year Two 
(Table 5.2), and potential funding sources.  Needs of the program include the acquisition 
of a vision screen, assessment and treatment tools, and access to a comprehensive 
community-based resource network required to ensure carryover of vision services and 
visual considerations after discharge.  Ultimately, this novel program aims to help 
patients with visual deficits within a hospital setting maximize their independence and 






CHAPTER 6: DISSEMINATION PLAN 
Introduction 
The proposed vision program, the Assessment and Management of Visual Deficits 
within the Hospital Setting, is designed to address the proper evaluation, treatment, and 
referral process for patients with visual deficits within an acute care, hospital setting 
located at Albany Medical Center (AMC).  The outcome being sought involves the 
establishment of a clear evaluation, treatment, and referral process for the management of 
VI in adults 18 years of age and up, resulting from a variety of diagnoses including, but 
not limited to, illness, injury, stroke, and TBI, that may be used across a variety of 
settings.  This vision program will include a vision screen, assessment tools, treatment 
strategies, hospital OT staff training, referral guidelines, and discharge resources to 
ensure the proper management and care of patients identified with a VI.  VI is being 
defined as vision loss when a patient’s eyesight is not corrected to a “normal” level 
(Centers for Disease Control and Prevention, n.d.).  The implementation of this program 
has already begun at AMC beginning with an OTR on the acute care unit of the hospital 
and an OTR on the inpatient rehabilitation unit, screening their patients as one component 
of the OT evaluation or during a subsequent treatment session if appropriate.  The 
dissemination of this vision program is essential to support education regarding this gap 
in care and the adoption of this program into other hospital settings.  OT is the ideal 






 This project addresses a significant gap in care as vision is not typically assessed 
within the hospital setting, despite diagnosis or age (Press et al., 2015, Roche et al., 
2014).  There is a need to assess vision within the hospital setting as it may reduce LOS 
and fall risk, and progress to the subsequent steps for the proper management and referral 
process of patients identified with a VI.  This program has been created to fill that need 
and incorporates a vision screen as one aspect of the OT evaluation, followed by 
addressing indicated visual deficits if possible, and referring to the appropriate vision 
specialist if warranted.  The long-term goal of this dissemination plan is to share the 
process and resources of this vision program to other hospital settings.  The short-term 
goal is the implementation of all components of this vision program at AMC. 
Intended Audiences 
 The potential intended audiences receiving key messages from this vision 
program include OTPs, administration, and patients.  The intended primary audience 
include the OTPs in hospitals and various settings, to encourage adoption of the vision 
program as OTPs are the clinicians who will be carrying out the proposed program.  The 
intended secondary audience includes the administration at each setting in order to ensure 
buy-in, carry-over, and the provision of resources needed to provide quality and 
comprehensive care.  Patients are viewed as an essential component of this program and 
will need education on the vision screen as one portion of the OT evaluation.  Rationale 
on the purpose of this screening and evaluation is the key message for that audience.  





audiences for this vision program, respectively.  Although patients are an integral part of 
the program, the author focused on OTPs and administration as the primary and 
secondary audiences as buy-in from these stakeholders must be addressed first in order to 
gain access to the patients.	
Key Messages 
The three key messages for the primary audience of OTPs includes the following: 
• OTPs should use a systematic approach to identify and manage patients with VI 
in order to improve patient outcomes, reduce fall risk, and reduce hospital LOS.   
• The use of this vision screen will identify the occurrence of a VI.   
• By using these procedures, OTPs will be more competent and confident to work 
with patients identified with a VI. 
The three key messages for the secondary audience of a hospital’s administration 
includes the following: 
• Comprehensive care will be provided by including a vision screen as one portion 
of an OT evaluation, as this area has been neglected.  
• A reduction in hospital LOS and fall risk for adults with a VI within an inpatient 
hospital setting is anticipated as a potential visual deficit may have caused a fall 
resulting in the initial hospitalization but may also prevent subsequent 
hospitalizations.   
• Assessing patients’ visual abilities utilizing a low-cost vision screen improves 
efficiency in care, assists with appropriate discharge planning, and is a billable 






This author has chosen two individuals who are experts in their fields and have 
contributed substantially to their professions.  An influential spokesperson for the 
primary audience of OTPs to spread the key messages of this vision program may include 
Dr. Jennifer Kaldenberg, MSA, OTR/L, SCLV, FAOTA who is an expert in vision 
evaluation, treatment, and research.  Dr. Kaldenberg created the vision screen being 
implemented and gave verbal and written permission (personal communication, 
December 8, 2018) to modify the screen based on the setting of AMC.  She has 
influenced the OT field with regard to addressing the role of vision and co-authored the 
Occupational Therapy Practice Guidelines for Older Adults with Low Vision 
(Kaldenberg & Smallfield, 2013), which is part of the AOTA Practice Guideline Series.    
Another influential spokesperson for the secondary audience of a hospital’s 
administration to spread the key messages of this vision program may include Dr. Robert 
Fox, OD, FCOVD who is a Behavioral/Developmental Optometrist at Fox Vision 
Development Center.  Dr. Fox is an optometrist specializing in neurological disorders, is 
board certified in Vision Therapy and Vision Development, and has been practicing in 
the capital region of NY since 1986.  He has provided multiple presentations on the 
collaborative role of optometry and occupational therapy, employs OTPs, and is a charter 
member of the Neuro-Optometric Rehabilitation Association (NORA).     
Dissemination Activities 
 The following section will outline and describe the activities to be completed in 





OTP, and the secondary audience is the hospital’s administration.  The activities will be 
prioritized and accomplished through written information, electronic media, and person-
to-person contact.   
Written Information. 
To reach OTPs immediately, a brochure will be created.  The creation of a tri-fold 
brochure identifying the purpose, benefits, and contact information for the vision 
program will outline the purpose of the vision program, the components and benefits of 
the vision screen, assessment, and treatment, including when it is appropriate to refer to a 
vision specialist.  Inclusion of local, community-based resources and national, 
government, and non-governmental agency resources will also be provided.  The next 
step would be writing a journal article that will be submitted to the American Journal of 
Occupational Therapy or a magazine article such as in the OT Practice.  The article will 
outline the vision program and discuss the steps required for the preparation and 
implementation of such a program.  It will be drafted within one year of implementation 
to allot time for evaluation and modification to the vision program, thus ensuring a 
comprehensive article, which addresses any implementation issues that may arise.  The 
Vision Program Coordinator would be responsible for creating the brochure and writing 
the articles. 
To disseminate to the hospital administration, the Vision Program Coordinator 
will start with coordinating with the Public Relations Department of the hospital to have 
them conduct an interview for the hospital newsletter outlining the need/gap in care, the 





patient care, including reducing LOS and fall risk.  Consideration of accompanying 
pictures of what patient’s see when low vision is an issue may help express the key 
messages.  The next step would occur quarterly providing a written evaluation report of 
the program to the OT Department manager, that would include the number of patients 
identified as having a VI, number of vision screens administered, the diagnoses, age, and 
gender of patients, and the number of referrals to specific vision specialty areas such as 
optometry or ophthalmology.  The Vision Program Coordinator would be responsible for 
these tasks, except data collection and entry would be completed by the rehabilitation 
aides after training is provided by the Vision Program Coordinator.  
    Electronic Media. 
 To reach OTPs and maintain their investment in carrying out the program, a 
webpage on AMCs website would be created by the Vision Program Coordinator.  The 
webpage will outline the program and provide education on the diagnoses and resources 
available to help manage a new VI and maximize a patient’s independence.  The 
inclusion of statistics on the number of patients identified with a VI from within the 
hospital setting, that may not have been captured without this innovative vision program 
would emphasize the importance of this project.  Uploading this webpage within the first 
three months of the program’s launch will help other hospital staff members become 
educated on the program as well.  The coordinator will update the webpage quarterly as 
aspects of the program change.   
 To share with hospital administration (as well as OTPs) the positive outcomes of 





podcast will illustrate how the vision program assisted and guided the patient in the 
management of a new VI.  Personal experiences can validate the benefits of the program, 
emphasize the care received, and discuss the follow-up after discharge within the 
community.  This can be completed after six months of program launch as OTPs would 
likely then be more comfortable with the process of the management of a VI.  
 Person-to-Person Contact. 
OTP.   Presentation at a state or national OT conference can offer an opportunity 
to educate other OTPs on the vision program setup and implementation, so practitioners 
may disseminate this program into their settings.  Lecture and hands-on practice of the 
vision screen will improve conference participants’ clinical skill set and advance the 
profession.  This would be performed by the creator of this program and/or 
collaboratively with the Vision Program Coordinator after one year of program 
implementation.          
Hospital Administration.  Meetings will be held every six months (evaluation 
reports are provided quarterly) with the manager, director, and any other administrators 
deemed appropriate to review procedures, policies, equipment/materials, and resources.  
This will be an opportunity to discuss issues, opportunities, and expansion of the vision 
program including its relation to other pilot programs such as the driving rehabilitation 
program currently being considered.  These meetings can be conducted in person or 






 The budget for this dissemination plan is based on two years with attendance at 
state and national conferences being considered.  The New York State OT Association 
(NYSOTA) conference is being held at the HNA Palisades Premier Conference Center in 
Palisades, NY with a one-day registration being budgeted and is being held from Nov. 8-
10, 2019.  The American Occupational Therapy Association (AOTA) conference is being 
held at the Boston Convention and Exhibition Center on March 26–29, 2020 with an 







Dissemination Budget for AMC Vision Program for Two Years 
Category Quantity Cost Justification 
Dissemination to 
OT Practitioners 
   
Brochures 1000 @ $0.02 $200 Compilation of brochures 
promoting the service to 
patients and stakeholders. 
Conference 
Registration Fees 
AOTA ~$350 Attendance at conferences 
presenting vision program. 
 NYSOTA $160  For 1-day attendance. 
Travel 
   Conferences  
AOTA- 192 miles @ 
$0.55 (IRS, 2018) 
 
NYSOTA- 113 Miles 





Mileage related to 
conference attendance. 
   Trainings Mileage is currently 
$0.545 per mile (IRS, 
2018) 
36 miles each 





Total for both: 
$78.48 
Amount depends on 
distance and location. 
One week of travelling to 
Saratoga Hospital and 
Columbia Memorial 
Hospital, alternate sites  





   
Website design  1 OT and web 
designer at AMC 





1 0 Public Relations 
Department conducts 
interview with guiding 
questions provided by 
Vision Program Coordinator 







 The following sections will describe how each dissemination effort will be 
evaluated with measurable criteria provided for each outcome, beginning with the written 
information to reach OTPs.  The tri-fold brochure will be evaluated annually and revised 
based on feedback received from patients, their caregivers, and staff, and may also be 
measured by how many brochures need to be reprinted annually.  The creation of a 
journal or magazine article will be evaluated by feedback received after publication by 
colleagues and mentors, and re-written and modified as appropriate for further 
submissions.   
The next section will review the evaluation of the written information used to 
reach hospital administration.  The interview/article for the hospital newsletter will be 
evaluated by the Vision Program Coordinator based on the feedback provided by 
colleagues and patients after publication.  A written evaluation report of the program 
including pertinent statistics such as the number of patients identified as having a VI, 
number of vision screens administered, the diagnoses, age, and gender of patients, and 
the number of referrals to specific vision specialties such as optometry or ophthalmology.  
This will be evaluated quarterly by feedback received from management and 
include/exclude statistics that are deemed as relevant/irrelevant. 
Electronic Media. 
The evaluative information from the webpage on AMCs website can be useful for 
the OTP, hospital administration, patients, and their families outlining the program and 





received from patients, their caregivers, and staff.  Also, review of the number of visitors 
to the page could be calculated using the click-through rate, then comparing the data 
quarterly to identify a trend.  Evaluation of the podcast will occur after review by OTPs 
in order to modify interview questions for future podcasts and discern an appropriate time 
frame to hold audience interest.  The evaluation will occur by interviewing the OTP in a 
group through discussion with facilitation by the Vision Program Coordinator.  There 
will be a review of the quality and pertinence of the questions asked, and the relevance of 
the patient’s responses.  The intended respondents are the patients and the OTPs as the 
disseminated information should benefit the patients based on their goals and allow the 
OTPs to gain insight into the needs and priorities of the patients.      
 Person-to-Person Contact.  
The evaluation of person-to-person contact opportunities begins with 
presentations at a state or national OT conference.  This will be evaluated by comments 
received from the course evaluation forms and revised based on need, current trends, and 
feedback.  The meetings held with the manager, director, and any other appropriate 
administrators will be evaluated by the use of an agenda and feedback received from 
participants on relevant issues surrounding policy, resources, and enhancement of the 
vision program to maintain alignment with AMCs mission.     
Conclusion 
This dissemination plan has been created to facilitate the adoption and 
implementation of a vision program by OTPs across multiple settings.  The strategies 





of administration and will utilize a variety of strategies and platforms to accomplish its 
goals.  The key messages for the OTPs are related to the clinical aspects of the program 
surrounding the recognition, screening, and management of those patients identified with 
a VI.  The key messages for the hospital’s administration are related to the provision of 
comprehensive care surrounding this vision program in that it could reduce LOS, actively 
supports fall prevention, and is a billable service.  Evaluative strategies for each 
tool/technique presented were described in the chapter.  The total cost of the 





 CHAPTER 7: CONCLUSION 
 The proposed vision program, the Assessment and Management of Visual Deficits 
within the Hospital Setting, is designed to establish an evidence-based evaluation, 
treatment, and referral process for patients with visual deficits within an acute care, 
hospital setting.  This program targets adults 18 years of age and up with a variety of 
diagnoses including, but not limited to, illness, injury, stroke, and TBI, and may be 
disseminated to a variety of settings.  Roche et al. (2014) and Press et al. (2015) both 
indicated that VI is prevalent in older adults, yet visual function is not routinely screened 
in hospitals.  In order to assist the OTP in management of the VI, a process was created to 
identify the needed visual services before discharge, ensure the carryover of visual 
supports after discharge, as well as provide visual support while in the hospital if 
possible.    
 This innovative program supports a strong need for the intervention and 
management of a VI within the hospital setting.  OT is ideally suited to develop and 
implement programming for patients identified with visual deficits both in the acute care 
and inpatient rehabilitation settings.  However, Winner et al. (2014) indicated that only 
52% of OTPs perceived that they had received adequate preparation in OT school to 
address low vision, and that between 54% and 63% of respondents were comfortable 
performing visual screening and providing interventions for clients with low vision.  This 
program addresses the unique educational needs of OTPs required to provide successful 
management of a VI within a hospital setting.  





being of patients as it may reduce patients’ fall risk, promote their independence, reduce 
hospital LOS, and provide comprehensive and holistic care, as a vision screen is not 
typically a component of an OT evaluation (Morse et al., 2019; Wong et al., 2016).  If a 
vision screen is performed and indicates the presence of a VI, the OT should refer the 
client appropriately to a vision specialist (optometrist, ophthalmologist) for diagnosis and 
treatment, as well as inquire about visual status, inspect their glasses, and encourage eye 
exams (Roche et al., 2014).  It has been reported that a VI is an under-recognized risk 
factor for adverse events among hospitalized patients, as they are at an increased risk for 
falls, and frequently have difficulty taking their prescribed medications (Press et al., 
2015).  The components of the OT Vision Assessment/Management Manual and 
supported professional education will help prepare OTPs to manage patients identified 
with a VI, beginning with assessment and progressing to referral to a vision specialist if it 
is warranted.   
This program contributes to the profession of OT by incorporating the 
recommendations and tools provided by prominent members of the profession and 
integrating them into an acute care, hospital setting.  This program incorporated the 
Visual Function Risk Assessment (VFRA), which was designed as a screening tool for 
occupational therapists and developed by Kaldenberg et al. (2003), with verbal and 
written permission received by Dr. J. Kaldenberg (personal communication, December 8, 
2018) for its use and modification for this project.  The VFRA has been incorporated as 
one component of the OT evaluation or administered during a subsequent treatment 





COTA, in order to properly manage a patient identified with a VI.   
Further evaluation using additional assessment tools and the inclusion of 
treatment strategies may be implemented if appropriate and depending on LOS.  This 
program was implemented at Albany Medical Center (AMC) located in Albany, NY.  
The provision of potential site-specific discharge resources is recommended to assist 
patients in acquiring the proper eyewear, access to transportation for eye appointments, 
and support services to guide patients in managing a new VI within their local 
community.   
This vision program is well-suited for hospital use based on cost and time.  AMC 
began the pilot implementation due to a majority of the costs being built into their 
existing budget, as the OTPs are already evaluating and treating patients.  The investment 
of training and mentoring the OTPs may be built into their schedules with adjustments 
made to productivity standards, as their clinical competencies are being expanded.  The 
vision screen itself is being incorporated as one component of the OT standard evaluation 
or completed during a subsequent session when appropriate.  Needs of the program 
include the acquisition of a vision screen, assessment and treatment tools, and access to a 
comprehensive community-based resource network required to ensure carryover of vision 
services and visual considerations after discharge.    
This OT vision program offers an opportunity to setup and implement a vision 
program into a variety of clinical settings.  Ultimately, this novel program aims to help 
patients with visual deficits within a hospital setting maximize their independence and 





implementation efforts are needed to expand this program into multiple settings and 
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APPENDIX B: Visual Function Risk Assessment (VFRA) Directions: Screening 
Tool for Occupational Therapists 
(Adapted with permission from Jennifer Kaldenberg, 2019) 
Components of the screening tool: 
*Be consistent:  test R (OD) eye 1st, L (OS) eye 2nd, both (OU) eyes 3rd*  
Distance Acuity:  This is the sharpness of one’s vision.  For this screening section, vision 
is tested at 10 feet.  If the individual is unable to read the largest number at 10 feet, move 
in to five feet and then double the number indicated on the chart (distance/size= 10/200 at 
5 feet would be 5/400).   
Instructions:  Stand 10 feet away from the individual (make sure he/she is wearing their 
distance glasses- if glasses are not available, note that, but it may not warrant an 
optometry referral), start with the largest number and continue until the individual is no 
longer able to accurately identify the number.  Test the right eye, left eye, and both eyes if 
able.  Individual can use their hand, an occluder, or a patch to test each eye.  Mark 
findings on scoring sheet.  Encourage family/friends/caregivers to bring in their glasses. 
Near Acuity: This tests the ability of an individual to see at near.  Near acuity is 
important for all reading tasks.  This is tested at 16 inches or 40 cm and information 
gained is a gross understanding. 
Instructions:  Hold the tool 16 inches from the individual or tell them to “hold it where 
it’s comfortable.”  Make sure the individual is wearing his/her reading glasses, have 
the individual read down starting with the 20/200 and continue until the individual is 





column.  Test the right eye (3126), left eye (9874), and both eyes (3126) if able.  Mark 
findings on scoring sheet.  The majority rules:  document as “20/50-1” if they miss 1 in 
that row.  If they miss 2 or more, go one line above.  
Contrast Sensitivity: This is the ability to resolve an image at varying levels of 
resolution.  For example, bold black print on a white background has greater contrast 
then gray print on gray background.  Individuals with decreased contrast sensitivity may 
have difficulty safely ambulating in their environments as they may miss hazards present 
or may have difficulty reading the newspaper due to poor print quality.  This is tested at 
16 inches or 40 cm. 
Instructions:  Hold the tool 16 inches from the individual or tell them to “hold it where 
it’s comfortable.”  Make sure the individual is wearing his/her reading glasses, have 
the individual read across at the 20/200 or top line and continue until the individual is 
unable to accurately identify the number.  Test the right eye, left eye, and both eyes if 
able.  Mark findings on scoring sheet. 
Finger Counting Fields: This is a quick, gross assessment of peripheral fields. 
Instructions: Position yourself in front of the individual so that your eyes and the 
individual’s eyes are level.  Have the individual close or cover one eye and have them 
focus on your eye (if testing right eye have individual look in your open left eye).  As the 
individual is concentrating on your eye, bring your fingers in from the periphery 
(showing 1, 2, or 4 fingers- showing fingers parallel to the individual so they see full 
fingers, not the fingertips) and note where they are able to identify the number of  





fingers.  Use your peripheral vision as a guide to full field of view.     
Amsler Grid: This is a quick test of central vision, frequently used with individuals with 
macular degeneration.  This is tested at 14 inches. (Amsler Grid reproduced with 
permission from National Eye Institute, National Institutes of Health) 
Instructions:  Hold the tool 14 inches from the individual or tell them to “hold it where 
it’s comfortable.”  Make sure the individual is wearing his/her reading glasses, have 
the individual look at the center dot and remain focused on the dot.  Place yourself in 
front of the person to check if eyes are moving or remaining focused on the center dot.  
As the individual continues to look at the dot, ask them if they can see all four corners.  
Ask them if any of the lines look wavy, broken, or missing.  Test the right eye, left eye, 
and both eyes if able.  Mark findings on scoring sheet. 
 
The following 2 sections screening of Convergence and Eye ROM have been included as 
a recommendation by Dr. Fox and were not part of the original vision screen.    
Convergence:  This is tested initially at 20 inches. The target is a small object, such as 
the tip of a pen.  Technique reviewed by Dr. Fox and adapted from Warren (2011). 
Instructions:  Make sure the individual is wearing his/her reading glasses.  Instruct the  
individual to track the target as it moves toward the bridge of their nose.  Place yourself 
in front of the person to check if eyes are moving and remaining focused on the object.  
The individual should be able to easily follow the target inward to within 3 inches and 
repeat this action three times before fatigue.  Mark findings on scoring sheet.  Findings  





would include the inability to converge or the reporting of double vision beyond 3 inches.   
Note:  Record if reading glasses are on as not using them can reduce performance. 
Eye Range of Motion (ROM):  This is tested while seated in front of the patient with the 
target at 16 inches.  Use a small target, such as the tip of a pen. 
Instructions:  Hold the target in front of the individual and instruct them to track the 
moving target vertically, horizontally, and diagonally (Modified-H pattern).  Make sure 
the individual is wearing his/her reading glasses.  Place yourself in front of the 
individual to check if the eyes are able to stay on the target.  Record smoothness, 
accuracy, any limitations, and any loss of fixation.  Also record any lack of comitancy 
(eyes moving in unison).  Test the right eye, left eye, and both eyes if able.  Mark findings 
on scoring sheet.  Note that each eye can have a full ROM, but one eye can lag behind 
the other. 
Note:  Record if reading glasses are on as not using them can reduce performance. 
Summary: 
This screening tool which takes only 5-10 minutes to administer provides baseline 
functional vision information that can assist in making appropriate referrals and can assist 
the therapy practitioner in providing appropriate treatment modalities.  Early 
identification may improve the individual’s potential for medical intervention, their 
functional independence and quality of life. 
Disclaimers: 
*In no way does this screening take the place of a comprehensive eye exam.  This screening  





tool is only to be used to provide baseline information and appropriate referral. 






APPENDIX C: VFRA Scoring Sheet 
Name:          Age: 
Gender:         Date: 
 (Tested at 10 feet) (Tested at 16 inches) (Tested at 14 inches) 
Last Eye Exam: __/__/__  Cataract Surgery: __ Yes __ No      Glasses: __ Yes __ No:  
How old are glasses? ______   Worn for TV or Driving? (circle)  
Med Hx: __ ARMD __ Glaucoma __ Cataracts __ HTN __ Diabetes __Other: ___ 
 
Interview Questions: 
1. Do you have blurry or double vision? __ Yes __ No (if yes, circle which) 
2. Are you having difficulty reading books or medication labels? __ Yes __ No  
3. Do you have difficulty seeing surface changes like stairs or carpet? __ Yes __ No 
4. Do you have a history of falls? __ Yes __ No 
Comments:   
 
Assessment: 
 Distance Acuity  Impaired/ Intact OD/OS/OU 
      Near Acuity                  Impaired/ Intact OD/OS/OU 
 Contrast Sensitivity Impaired/ Intact OD/OS/OU  
 Confrontation Fields Impaired/ Intact OD/OS/OU 
 Amsler Grid Impaired/ Intact OD/OS/OU 
 Convergence:                                Normal (within 3 inches) ___ Reduced: ___ 
 Range of Motion: R eye:  Full ___ Limited: ___ 
  L eye:  Full ___ Limited: ___ 
                                                                      Both eyes:   Full ___ Limited: ___  
 
Would patient benefit from optometry services?  Yes ___ No ___ 
 
___________________________ ______________________ 
Provider  Date 
(Adapted with permission from Jennifer Kaldenberg, 2019)  
 Distance Acuity 
  OD (R)             OS (L) 
Near Acuity 
 OD                  OS 
Contrast 
 OD                 OS 
Amsler Grid 
 OD                          OS 
200/10  20/200 90% IMPAIRED 
100/10  20/100 22% INTACT 
80/10  20/80 11%  
50/10  20/50 5.6% Confrontation Fields 
40/10   3% IMPAIRED 
35/10    INTACT 
10/30    
10/20    
10/10  *OD= R   OS= L  OU= 
Both 






APPENDIX D: Competency Survey 
 
The following are the 6 sample questions that would be included in this survey: 
 
Please provide the following demographics: 
Discipline: ____ Age: ____ Gender: ____    Years of Clinical Experience: ____  
Level of Education: ____       Years of Education Related to Vision: ____     
  
Please rate your confidence/competence for each of the following items when working 
with patients identified or perceived as having a VI on a scale from 1 to 7, where 1 is not 
confident and competent at all and 7 is completely confident and competent?    
 
a.  Recognizing a VI  1 2 3 4 5 6 7 NA 
b.  Conducting a vision screen 1 2 3 4 5 6 7 NA 
c.  Conducting additional  
     visual/perceptual assessments 1 2 3 4 5 6 7 NA 
d.  Performing treatment sessions 1 2 3 4 5 6 7 NA  
e.  Provide DC recommendations 1 2 3 4 5 6 7 NA 
 
Please provide feedback on your satisfaction with the educational content provided to 
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APPENDIX F: Discharge Resources for Albany Medical Center (AMC) 
 
National Professional Resources 
American Occupational Therapy Association (AOTA):  
• AOTA Living With Low Vision tip sheet: 
https://www.aota.org/~/media/Corporate/Files/AboutOT/consumers/Adults/
LowVision/Low%20Vision%20Tip%20Sheet%20LARGE%20PRINT.pdf 




American Optometric Association:  https://www.aoa.org/  
American Academy of Ophthalmology:  https://www.aao.org/  
 
Governmental Resources 
The National Library Service for the Blind and Physically Handicapped 
(NLS): A program through the Library of Congress that offers services and resources for 
available assistive technology, education, or employment advice.  
https://www.loc.gov/nls/resources/      







• That All May Read.  A free braille and talking book library service for 
people with temporary or permanent low vision, blindness, or a physical 
disability that offers books in many forms such as in braille or audio, mailed 
to one’s home at no cost, or instantly downloadable.  
https://www.loc.gov/programs/national-library-service-for-the-blind-and-
physically-handicapped/about-this-service/ 
• The United Way- 211.  Organization that provides comprehensive services 
for local human and social services and assists with the health, education, and 
financial stability of every person in every community.  211 assists with the 
understanding of complex health care options when a new health issue occurs 
and connects people to local health and human services agencies designed to 
provide support during a challenging time.  211 also provides information on 
nutrition wellness programs, prescription-assistance services, and medical 
transportation options.  http://www.211.org/pages/about 
• The National Council on Aging (NCOA).  Offers services for people 60 
years and older including innovative community programs and services, 
online help, and advocacy.  One program that is a free service from the 
National Council on Aging is titled BenefitsCheckUp® which helps people 
find programs that can help them afford basic needs such as assistance to pay 






• Administration for Community Living (ACL).  Promotes independent 
living for those older adults or people with disabilities.  Their resources 
include an extensive network composed of government organizations, 
government funded programs, and private organizations that advocate and/or 
provide services for older adults and people with disabilities.  They provide a 
comprehensive list of resources under the heading of Aging and Disability 
Advocates and Service Providers that may be utilized by individuals with a 
visual impairment to promote independence and are separated into Aging 
Organizations and Disability Organizations.   
	 https://acl.gov/help/aging-and-disability-advocates 
• Travel and Recreation for the Visually Impaired and Physically Disabled.  
Offers information on topics that may interest travelers with disabilities such 





• Council of Citizens with Low Vision International is an advocacy membership 
organization to assist persons with low vision have access to services. 
• National Federation of the Blind provides a variety of resources to promote 
vocational, cultural, and social advancement of the blind with an additional 





• The New York Public Library (all except New York City and Long Island): 
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APPENDIX G: Logic Model 
Program Title:  Addressing Visual Impairment (VI) within a Hospital Setting. Phase 1: VI Staff 
 





APPENDIX H: Logic Model 
 
            Inputs                   Problem              Activities     Outcomes 
















   
Program Clients 
-OT’s and COTA’s who 
work with hospital 
inpatients on the acute care 
floors and inpatient 
rehabilitation who should 
be screened for a VI 
-Positive screening will 
lead to a visual	evaluation 
Program Resources 
-Staffing: OT’s/COTA’s 
including time related to 
clinical education and 
training; program director 
and manager 
-Funding: Required to 
purchase screens, 
evaluations, treatment 
tools, and audio/video 
training resources; pay 
staffing for CE time;   
-Facility: Bedside for 





External/Environmental Factors: (facility issues, economics, public health, politics, community resources, or laws and regulations) 
Hospital facility issues include prioritizing strategies of reducing falls and length of stay (LOS); understanding of Medicare guidelines and lack of 
reimbursement for visual aids; understanding of available community-based resources to address carry-over of vision care after discharge (i.e. 
Lighthouse Guild, Lion’s Club, The American Foundation for the Blind). 
Nature of the 
Problem 
-Lack of identification and 
management of VI by 
clinician’s for inpatients 
leads to decreased 
participation in ADL’s, 
IADL’s, increased length of 
stay (LOS), and high fall 
risk 
-Lack of inpatient’s 
awareness of VI limits their 
ability to compensate 
-Need for a VI screen with 





-Adult learning theory principles 
including andragogy and self-
directed learning (Merriam, 2001) 
would apply for clinician’s education 
on learning the recognition, 
evaluation, and treatment related to 
addressing a VI.  Information 
processing theory also coincides 
with this program of managing 
visual deficits.  Provides guidance 
on how memory can be enhanced 
(Tangen & Borders, 2017), believed 
to be the mechanism of action in 
the education of OTP on managing 
a VI and the rehabilitation of 
patients with a VI.   
Interventions and 
Activities 
- Educate staff on clinical 
competencies to perform 
vision screening 
-Educate staff on how to 
initiate direct (perform 
screens, evaluations, and 
treatments) and indirect 
(referrals to vision 
specialists such as 
optometry, ophthalmology 
and/or community-based 








of recognizing and 














referring to vision 
specialists  
-Visual screen will 
capture and identify 







-Modify aspects of 
the program not 















-Number of staff educated 
and competent to recognize 
a VI, perform screens, 
evaluations and treatments   
-Maintain statistics on 
number of patients 
screened, number of 
patients identified with a VI, 
and the number/type of 
discharge referrals to 
address specific types of	VI	
	
Program Title:  Addressing Visual Impairment (VI) within a Hospital Setting. Phase 1: VI Staff 







-Transition to other 
settings and 
populations such as 







APPENDIX H: Executive Summary 




 This occupational therapy (OT) vision program presents the proper evaluation, 
management, and referral process for patients with visual deficits (either neurological or 
due to low vision) within the acute care, hospital setting.  It is important to note that it is 
estimated that 285 million people are visually impaired worldwide (Meyniel, Bodaghi, & 
Robert, 2017), and that 80% of all vision impairment (VI) can be prevented or cured (Pan 
American Health Organization/World Health Organization, 2014).  The research supports 
that there is a strong need for intervention when discussing the management of visual 
impairments within the hospital setting.  Press et al. (2015), researched 853 participants 
(as part of an ongoing study of general medicine inpatients measuring quality-of-care) at 
the University of Chicago Medicine, and the results indicated that over one-third of 
participants had insufficient vision.  Other implications from this study identified that 
there is a high prevalence of poor vision among inpatients, and that vision is neither 
routinely tested nor documented (Press et al., 2015; Roche, Vogtle, Warren, & O'Connor, 
2014).  
Occupational therapy (OT) is ideally suited to develop and implement 
programming for the recognition, evaluation, treatment, and referral of patients identified 
with visual deficits in a hospital setting, and in this author’s clinical experience, it is often 





practitioners (OTPs) recognize the need for a validated vision screen appropriate for 
adults after the occurrence of a traumatic brain injury (TBI), as well as the need to make 
proper referrals for a more comprehensive vision examination when it is deemed 
appropriate.  It has been reported that a VI is an under-recognized risk factor for adverse 
events among hospitalized patients, as they are at an increased risk for falls, and 
frequently have difficulty taking their prescribed medications (Press et al., 2015).  Studies 
have indicated the value of the recognition and management of patients with a VI, despite 
admission to the hospital being due to another reason/diagnosis by reducing length of 
stay (LOS), readmission rates, and cost, while improving patient satisfaction and 
providing comprehensive care (Morse, Seiple, Talwar, Lee, & Stein, 2019; Wong, 
Brooks, & Mansfield, 2016).   
Project Overview 
 
 The goal of this project is to create a process to identify the needed visual services 
before discharge, ensure the carryover of visual supports after discharge, as well as 
provide visual support while in the hospital if possible.  This vision program will be 
implemented by OTPs including a registered occupational therapist (OTR) and a certified 
occupational therapy assistant (COTA), and the processes for the management of a VI 
will be outlined in the OT Vision Assessment/Management Manual.  This vision program 
encompasses a questionnaire, a vision screen, suggested additional assessments and 
treatment protocols (if appropriate based on LOS and screen results), a referral pathway 
to a vision specialist, and discharge resources.  The process begins with the completion of 





acquire pertinent history and inquire about the visual abilities/concerns for the patient.  
The vision screen itself would then be administered and is titled, The Visual Function 
Risk Assessment (VFRA), which was designed as a screening tool for occupational 
therapists and developed by Kaldenberg, Chu, Frank, & Jamara (2003), with permission 
received by Dr. Kaldenberg for its use.  Detailed assessments and treatment protocols 
may then be utilized depending on the patient’s LOS and identified visual deficits.  
Identification of a VI would trigger a referral to the proper vision specialist (optometry, 
ophthalmology), and discharge resources would be provided to ensure and support carry-
over of vision care into the patient’s natural environment.   
Key Findings 
 
● This vision program addresses an identified gap in care by establishing an 
educational pathway to support the appropriate evaluation, treatment, and 
discharge referral process for patients identified with a VI within a hospital setting 
that could be conducted by a registered occupational therapist (OTR) or certified 
OT assistant (COTA). 
● Completing one-hour hands-on training sessions in conjunction with five 
consecutive days of clinical support on the administration of the vision screen 
(VFRA), available additional visual/perceptual evaluation tools, treatment 
strategies, and discharge recommendations in a hospital setting will improve the 
accuracy of identifying a patient with a VI and increase the OTPs perceived 





● A vision screen should be included as one component of every OT evaluation or 
be performed during a subsequent treatment session (Press et al., 2015; Roberts et 
al., 2016; Roche et al., 2014). 
● Inclusion of optometry in the acute care, hospital setting may benefit patients 
immediately after an illness, injury, or neurological insult (Radomski et al., 2014; 
Roberts et al., 2016; Roche et al., 2014). 
● The inclusion of immediate treatment strategies may be implemented based on the 
type of VI and the patient’s anticipated LOS.  An example may include 
addressing peripheral visual field loss if identified on the VFRA with the patient 
at bedside.  Kaldenberg and Smallfield (2013) described the following two 
methods of intervention which may include teaching an organized visual scanning 
approach or through the utilization of anchoring, which cues the patient to look at 
the left margin of their menu or paper.  
Program Evaluation and Considerations for Implementation 
 
The types of outcome measures derived from the program evaluation would be 
related to staff considerations, patients’ statistics, and discharge details.  Staff related 
statistics may include factual information surrounding capable practitioners, their 
disciplines, years of experience, and academic education received in the area of vision.  
Pertinent patient statistics may include the number of patients screened and identified 
with a VI, LOS, age, and gender.  Finally, calculating the number and type of discharge 
referrals to outside vision specialists such as the optometrist and ophthalmologist, to 





Support from key stakeholders is essential for program success such as OTPs, 
management, and administration to reduce LOS and fall risk, improve cost effectiveness 
during hospitalization, and provide quality and comprehensive care.  The cost of the 
implementation of this vision program for Year One’s budget for the acute care, hospital 
setting, with 25 OTPs participating would be estimated at $1028.84.  Year Two’s budget 
would include the maintenance and expansion of the program, as well as including 
optometry as a consultative service that is available for 16 hours per week for 48 weeks, 
that would total $46,731.68.  Smaller facilities that could not incorporate optometry as an 
in-hospital service could still adopt this program and refer to the appropriate vision 
specialist at discharge with a budget of $644.00 for Year Two.   
Recommendations 
 
 The following section will review the recommendations for the actual 
implementation of this vision program, beginning with education on the administration of 
the vision screen, through the final segment of a patient’s hospital stay including referral 
to a vision specialist if warranted.  The OT Vision Assessment/Management Manual 
would be utilized as a resource for facilities to outline their own unique vision program 
and resources based on staffing, funding, and access to vision specialists.  It will include 
templates for facilities to create their own discharge resources based on location, and 
outline strategies for subsequent assessment and/or treatment.  The templates created for 
this vision program used Albany Medical Center (AMC) in Albany, NY as the model, as 
pilot implementation has begun. 





be performed during a subsequent treatment session once it is deemed appropriate.  Once 
the vision screen is completed, areas of visual deficit are identified indicating the need for 
a referral to a vision specialist.  Further evaluation using additional assessment tools and 
the inclusion of treatment strategies may be implemented if appropriate.  Currently at 
AMC, there is the consideration for an ophthalmology consult, but there are no optometry 
services offered for inpatients, so a referral for optometry would be recommended once 
the patient is discharged from the hospital.  Including an optometrist as an in-hospital 
staff member should be a strong consideration for visual assessment and treatment 
immediately after an illness, injury, or neurological insult.  Roberts et al. (2016), 
identified that optometrists and ophthalmologists are typically not considered a 
component of the acute care medical team unless an ocular emergency exists, and are 
therefore unable to assess the patient immediately after a medical event occurs, this 
results in limited access to a vision specialist at the initiation of the patient’s medical 
management.  Lastly, the provision of potential site-specific discharge resources is 
recommended to assist patients in acquiring the proper eyewear, access to transportation 
for eye appointments, and support services to guide patients in managing a new VI.    
Conclusion 
 
This vision program is proposing to address an identified gap in care by 
establishing an educational pathway to support the proper evaluation, treatment, and 
discharge referral process for patients identified with a VI within an acute care, hospital 
setting.  Supplemental evaluation tools or treatment strategies may be utilized based on 





determine the need for an appropriate referral to a vision specialist.  The implementation 
of this program has already begun at AMC with two OTRs, one on the acute care unit and 
one on the inpatient rehabilitation unit of the hospital, performing the VFRA on their 
patients as one component of the OT evaluation.  This vision program is well-suited for 
hospital use based on cost and time, and AMC began the pilot implementation due to the 
majority of costs being built into their existing budget, as the OTPs are already evaluating 
and treating, and the vision screen is being incorporated as one component of the OT 
evaluation or completed during a subsequent session.  The cost for the first year’s budget 
for the acute care, hospital setting, with 25 OTPs participating would be estimated at 
$1028.84.  Studies indicated that addressing VI shows value by reducing LOS, cost, and 
improving patient satisfaction (Morse et al., 2019; Wong et al., 2016).      






Bourne, R. R. A., Flaxman, S. R., Braithwaite, T., Cicinelli, M. V., Das, A., Jonas, J. B.,  
. . . Taylor, H. R. (2017). Magnitude, temporal trends, and projections of the 
global prevalence of blindness and distance and near vision impairment: A 
systematic review and meta-analysis. The Lancet Global Health, 5(9), e888-e897.  
doi:10.1016/s2214-109x(17)30293-0 
Kaldenberg, J., Chu, Y. K. G, Frank, L., & Jamara, R. (2003). Visual Function Risk  
Assessment:Screening tool for occupational therapists. Unpublished manuscript. 
Meyniel, C., Bodaghi, B., & Robert, P. Y. (2017). Revisiting vision rehabilitation.  
Frontiers in Systems Neuroscience, 11(82), 1-6. doi:10.3389/fnsys.2017.00082 
Morse, A. R., Seiple, W., Talwar, N., Lee, P. P., & Stein, J. D. (2019). Association of  
vision loss with hospital use and costs among older adults. JAMA Ophthalmology,  
137(6), 634-640. doi:10.1001/jamaophthalmol.2019.0446 
Pan American Health Organization/World Health Organization. (2014, October 4).  





Press, V. G., Matthiesen, M. I., Ranadive, A., Hariprasad, S. M., Meltzer, D. O., & Arora,  
V. M. (2015). Insights into inpatients with poor vision: A high value proposition.  





Radomski, M. V., Finkelstein, M., Llanos, I., Scheiman, M., & Wagener, S. G. (2014).  
Composition of a vision screen for servicemembers with traumatic brain injury: 
Consensus using a modified nominal group technique. American Journal of 
Occupational Therapy, 68(4), 422-429. doi:10.5014/ajot.2014.011445 
Roberts, P. S., Rizzo, J.-R., Hreha, K., Wertheimer, J., Kaldenberg, J., Hironaka, D., . . .  
Colenbrander, A. (2016). A conceptual model for vision rehabilitation. Journal of 
Rehabilitation Research and Development, 53(6), 693-703. 
doi:10.1682/JRRD.2015.06.0113 
Roche, S., Vogtle, L., Warren, M., & O'Connor, K. A. (2014). Assessment of the visual  
status of older adults on an orthopedic unit. American Journal of Occupational  
Therapy, 68(4), 465-471. doi:10.5014/ajot.2014.010231 
Squirrell, D. M., Kenny, J., Mawer, N., Gupta, M., West, J., Currie, Z. I., . . . Austin, C.  
A. (2005). Screening for visual impairment in elderly patients with hip fracture:  
Validating a simple bedside test. Eye, 19(1), 55-59. doi:10.1038/sj.eye.6701421 
Wong, J. S., Brooks, D., & Mansfield, A. (2016). Do falls experienced during inpatient  
stroke rehabilitation effect length of stay, functional status, and discharge  










APPENDIX I: Fact Sheet 
Assessment and Management of Visual 
Deficits within the Hospital Setting 
 
Bonnie Fischer-Camara, MS, OTR/L 
 OTD Candidate 
Introduction to the Problem 111111111111111111111111111111111111111111111111 
• There is a high prevalence of poor vision among inpatients; and vision is neither 
routinely tested nor documented (Press et al., 2015; Roche et al., 2014).  
• Press et al. (2015), researched 853 hospital inpatients at the University of Chicago 
Medicine. The results indicated that over one-third of inpatients had insufficient 
vision and identified that a visual impairment (VI) is an under-recognized risk 
factor for adverse events among hospitalized patients, as they are at an increased 
risk for falls. 
• It is estimated that 285 million people are visually impaired (VI) worldwide 
(Meyniel et al., 2017); and that 80% of all VI can be prevented or cured (Pan 
American Health Organization/World Health Organization, 2014). 
• Winner et al. (2014), indicated that only 52% of occupational therapy 
practitioners (OTPs) perceived that they had received adequate preparation in 
occupational therapy school to address low vision, and that between 54% and 
63% of respondents were comfortable performing visual screening and providing 
interventions for clients with low vision. 
• Roberts et al. (2016), identified that 
optometrists and ophthalmologists are 
typically not considered a component of 
the acute care medical team unless an 
ocular emergency exists, and are 
therefore unable to assess the patient 
immediately after a medical event occurs, 
this results in limited access to a vision 
specialist at the initiation of the patient’s 
medical management. 
 
Introduction to the Solution 111111111111111111111 
 
• This OT vision program is establishing an educational pathway to support the 
proper evaluation, treatment, and discharge referral process for patients identified 







• The compilation of this program is the OT Vision Assessment/Management 
Manual that can be disseminated and used across settings to promote 
comprehensive and evidenced-based patient care. 
• The inclusion of optometry in the acute care hospital setting is recommended as it 
may benefit patients immediately after an illness, injury, or neurological insult.  If 
unavailable within the hospital setting, optometry services can be followed up 
after discharge (Radomski et al., 2014). 
• Studies indicate the value of the recognition and management of patients with a 
VI by reducing length of stay (LOS), readmission rates, and cost, while improving 
patient satisfaction and providing comprehensive care (Morse et al., 2019; Wong 
et al., 2016).    
 
Outcomes of the OT Vision 
Programlllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllll 
• Increased identification of patients with a VI regardless of the hospital admission 
diagnosis. 
• Increased OTPs’ perceived competence and confidence to address the processes 
of screening, evaluation, treatment, and making an appropriate discharge referral 
to a vision specialist with patients diagnosed with, or presenting with, a VI.    
                                                                                                                                                                     
Components of the Vision Program 
• The incorporation of a vision screen titled, the Visual Function Risk Assessment 
(VFRA) (Kaldenberg et al., 2003), as one component of the OT evaluation or 
conducted during a subsequent treatment session when appropriate.  
• The vision screen can be performed by any OTP such as a registered occupational 
therapist (OTR) or certified OT assistant (COTA) during the OT evaluation or 
during a subsequent treatment session, in order to properly manage a patient 
identified with a VI. 
• Compilation of reliable and valid standardized measures (when possible) to 
further examine any visual concerns identified by the vision screen. 
• Provide a summary of evidenced-based treatments to improve visual/perceptual 
abilities and maximize independence. 
• Create a referral process/pathway to the appropriate vision specialist (optometry, 
ophthalmology) if warranted.   
• Provide a comprehensive site-specific, community-based resource network 
template to ensure carryover of vision services and visual considerations after 
discharge.                                       
                                                                                                                                                                
Impact on Future Occupational Therapy Practice  
• This proposed OT vision program is designed to address the appropriate 
evidence-based evaluation, treatment, and referral process for patients with visual 





• Education about this OT vision program offers an opportunity to share with other 
OTPs the process for the vision program setup and implementation, so 
practitioners may disseminate this program into their own clinical settings. 
• Further research is needed to expand this program into multiple settings and 
across age groups such as pediatrics.   
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